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Relieves vasospasm—increases walking distance 


DEPROPANEX 


DEPROTEINATED PANCREATIC EXTRACT 





Hampering restrictions are imposed on the patient 
by intermittent claudication due to occlusive arterial 
disease. With DEPROPANEX, you may increase his 
walking tolerance 3-fold—and often return him to 
gainful employment. The action of DEPROPANEX is 
physiologic; it relieves pain by relaxing smooth 
muscle spasm. Non-narcotic and non-toxic. 
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fatigue memory lapses 


Plestran is indicated as an aid in restoration of 
vigor in middle-aged or elderly patients who 
complain of chronic fatigue... reduced vitality 
...low physical reserve...impaired work capac- 
ity... depression . .. muscular aches and pains 
... or cold intolerance. Such “signs of aging,” 
far from being due to physiologic disturbances, 
may often result from endocrine imbalance, 
especially gonadal and thyroid dysfunction.1+ 
Plestran provides ethinyl estradiol (0.005 mg.); 
methyltestosterone (2.5 mg.); and Proloid®* 
Y% gr.)—hormones which help to correct endo- 
crine imbalance and often halt or reverse in- 
volutional and degenerative changes.1-+ 
Plestran restores work capacity and a sense of 
well-being, usually within 7 to 10 days. It im- 
proves nitrogen balance, leads to better muscle 
tone and vigor, enhances mental alertness, 
*Purified thyroid globulin 


muscular pain 





for middle-age slowdown 


helps to correct osteoporosis, senile skin and 
hair texture changes and relieves muscular pain. 


The anabolic and tonic effects of the hormones 
in Plestran appear to be enhanced by combina- 
tion so that small dosages are very effective. 
Combination also overcomes some of the dis- 
advantages of therapy with a single sex hor- 
mone, such as virilization, feminization or 
withdrawal bleeding.® 


Dosage: Usually one tablet daily; occasional 
patients may require two tablets daily, depend- 
ing On clinical response. 


Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 5:151 
(May-June) 1950. 2. Masters, W. H.: Obst. & Gynec. 
8:61 (July) 1956. 3. Kimble, S. T., and Stieglitz, E. J.: 
Geriatrics 7:20 (Jan.-Feb.) 1952. 4. Kountz, W. B., 
and Chieffi, M.: Geriatrics 2:344 (Nov.-Dec.) 1947. 
5. Birnberg, C. H., and Kurzrok, R.: J. Am. Geriatrics 
Soc. 3:656 (Sept.) 1955. 
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a metabolic regulator 
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100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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a circulatory 
and respiratory 
stimulant... 
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Clinical experience over many years has shown that Coramine 
Oral Solution is useful as a circulatory and respiratory stim- 
ulant for asthenic or elderly patients. It has been reported 
that Coramine Oral Solution may be beneficial in patients 
with coronary occlusion, in whom it appears to improve col- 
lateral circulation in the infarcted area and to stimulate the 
respiratory center.1 Being noncumulative and having low 
toxicity, Coramine Oral Solution is suitable for prolonged 
treatment without danger of habituation developing. 


Dosage: 3 to 5 ml. 3 to 5 times a day — diluted, if desired, with water. 


SUPPLIED: Coramine Oral Solution, a 25% aqueous solution of niketha- 
mide; bottles of 1 and 3 fluidounces and bottles of 1 pint. Also for intra- 
venous or intramuscular use: Ampuls, 1.5 ml. and 5 ml.; Multiple-dose 
Vials, 20 ml. 
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when infection strikes the respiratory tract... 


provides singularly 


The usual adult dose is 
250 mg. every six hours. 


Available in specially 
coated tablets, pediatric 
suspension, drops, oint- 
ments, and I.V. ampoules. 











L£).4 Velie 


(Erythromycin, Lilly) 


Reem 


effective antibiotic therapy, because 


e Virtually all gram-positive organisms are in- 
herently sensitive 


e Allergic reactions following systemic therapy 
are rare 


¢ Bactericidal action kills susceptible organisms 


¢ Normal bacterial flora of the intestine is not 
appreciably disturbed 
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---1O VITALITY 


VISTABOLIC 


The Modern Alleotic* 


Vistabolic is a new gerontotherapeutic prepa- 
ration. It provides anti-stress, anabolic, and 
nutritional support, and speeds the geriatric 
patient to recovery from surgery, debilitating 
disease, fatigue, neurasthenia, and other stress- 
ful situations. 


Each oral tablet provides: Each cc provides: 
Hydrocortisone... .... 1.0 mg.<€& anti-stress aid > Hydrocortisone acetate .. 1.0 mg. 
Stenediol® (Methandriol) . . 10.0 mg. <€ anabolic aid > Stenediol® (Methandriol). . 10.0 mg 
Bifacton® (Vitamin Bi2 < nutritional aid > Vitamin Bi2 activity (from 

w/ Intrinsic Factor Pernaemon®, Liver 


Concentrate) Injection, U.S.P.) ... . 20.0 mcg. 
Oral unit 


Available in 10-cc vials and boxes of 30 tablets. 
Professional literature available on request. 


*Vistabolic is an alleotic, an alterative remedy aiding recovery from stress. 


Organon INC. 


ORANGE, N. J. 























e The May issue of Geriatrics 
will be devoted to the papers 
from the third Symposium on 
Constructive Medicine in Aging 
which was held January 17, in 
Cincinnati. The Symposium, 
sponsored by the William S. 
Merrell Company of Cincin- 
nati, will consider recent ad- 
vances in the prevention and 
treatment of Cardiovascular 
Disorders in the Aged. 


e A regimen of restricted, low- 
fat diets, exercise, and avoid- 
ance of exhaustion should 
bring about improvement in 
the Vitality of the Vascular 
System, says Edward L. Bortz, 
associate professor of medicine, 
Jefferson Medical College, Phil- 
adelphia. Use of the new 
methods of study will clarify 
the relationship between nutri- 
tion, fluid balance, electrolyte 
transport, and the mechanics 
of circulation, and thus result 
in more effective measures for 
prevention of vascular catas- 
trophe. 


e Proper treatment of varices 
and thrombophlebitis, the two 
most common Venous Disor- 
ders in Older Persons, usually 
prevents chronic venous insuf- 
ficiency, according to J. Earle 
Estes, Jr., assistant professor of 
medicine, Mayo Foundation, 
Mayo Clinic. Complicating or 
causative physical factors are 
malignant neoplasm, heart dis- 
ease, hypertension, arterioscler- 
osis obliterans, malnutrition, 
edema, and the postoperative 
state. Mental deterioration is 
also a contributing factor. 


e Myocardial changes incident 
to hypertensive disease, coro- 


nary artery disease, and obesity 
account for most of the cardiac 
problems in the aged. Walter 
S. Priest, Northwestern Uni- 
versity School of Medicine, sug- 
gests that correction of faulty 
dietary and hygienic habits, re- 
duction of obesity, cautious use 
of hypotensive drugs, prescrip- 
tion of low-salt intake only 
when absolutely necessary, an- 
ticoagulant therapy, and pa- 
tient, individualized treatment 
should be included in an ef- 
fective program for the Antici- 
pation and Management of 
Cardiac Decompensation. 


e The differences between 
populations in the incidence of 
atherosclerosis and mortality of 
coronary heart disease appear 
to be closely correlated with 
the average serum cholesterol 
concentration in the national 
diet, but not with nationality, 
race, climate, or amount of 
protein in the diet. Addition of 
oil to the diet is less important 
than a simple reduction in the 
ordinary fats in cutting down 
the coronary burden, says An- 
cel Keys, director of the labo- 
ratory of physiological hygiene, 
University of Minnesota, who 
writes on Calories and Choles- 
terol. 


e The Excretion of Urinary 
Steroids by Men and Women 
with Myocardial Infarction is 
discussed by Jessie Marmorston, 
who is clinical professor of 
medicine, and a group of her 
co-workers at the University of 
Southern California School of 
Medicine. Since results of 
group studies seem to indicate 
that these diseases are associ- 
ated with a deficiency in adre- 


nal gland secretion, hormonal 
therapy may be protective. 


e Drug Therapy for Hyper- 
tensive Vascular Disease in Pa- 
tients Past Midlife is indicated 
only when there is indisput- 
able evidence of such disease, 
and should be directed at non- 
specific lowering of the blood 
pressure, says Robert W. Wil- 
kins, professor of medicine, 
Boston University School of 
Medicine. Rauwolfia, Veratrum 
derivatives, and, occasionally, 
Apresoline are the approved 
drugs and should be used cau- 
tiously, in low doses. 


e According to Robert 
Bruce, associate professor of 
medicine, University of Wash- 
ington, lack of motivation may 
cause a patient to exaggerate 
his cardiovascular symptoms 
and the physician to underesti- 
mate his cardiac reserve. A 
study of exercise tolerance and 
a thorough knowledge of symp- 
toms and limitations will pro- 
vide a more accurate Evalua- 
tion of Functional Capacity in 


e In concluding this sympo- 
sium, Edward J. Stieglitz, con- 


that therapy, whether 
for the purpose of cure, pre- 
vention, palliation, control, or 
construction of greater health, 
should be focused upon the pa- 


cohesion and unification in 
medical thinking are the prop- 
er antidotes for the increasing 
fragmentation of science that 
sometimes makes us forget the 
need for considering The In- 
tegrated Unity of the Patient. 
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in acute 
ibReleksvaneyiel 
bursitis 


clinical response follows a pattern’... 


Pain is relieved, function returns, swelling subsides 
and tenderness disappears.' Usually, relief is mani- 


fest in one or two days and complete within a week. 


Y-B-DEN 


(adenosine-5-monophosphate) 


systemic muscle adenylic acid therapy 


and in chronic calcific bursitis... 
An average of 9 injections of My-B-DEN produced 
subjective and objective improvement in 31 of 36 
patients, the majority of whom had not previously 
experienced any change in their “complaint- 
disability” patterns over periods of months to years.’ 
Write for brochure and dosage schedules. 


1. Rottino, A.: Journal-Lancet 71:237, 1951. 
2. Susinno, A. M., and Verdon, R. E.: J.A.M.A. 154:239, 1954. 


AMES COMPANY, INC : ELKHART, INDIANA 








... part of every ///ness 


ANXIETY 


is a source of 


HYPOCHONDRI 


Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


peer 22d 


MBER ES Philadelphia 1, Pa. 


MEPROBAMATE 
anti-anxiety factor with muscle-relaxing action (2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 
Licensed under U.S. Pat. No. 2,724,720 
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In every patient... 





* 
a valuable adjunct 
to the customary therapy 
Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 
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(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 


anti-anxiety factor with muscle-relaxing action Licensed under U.S. Patent No. 2,724,720 
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HYPERTENSION 


In every patient... 
a valuable adjunct 
to the customary therapy 


Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 
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“|... outstanding utility’ 
as adjuvant therapy 


in the 


RHEUMATI 
DISORDER. 
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Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 
1. Smith; R.T., et al.: Paper read before 

Section on General Practice, Annual Meet- 

ing, A.M.A., June 13, 1956. 
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PROBENECID 


Don’t overlook gout in women—they are a significant 
minority of all gouty patients. Plasma urate concen- 
trations are quickly lowered with BENEMID—1 to 2 
Gm. daily will maintain a persistent negative balance 
of uric acid. ‘‘By this simple physical principle the 
crystalline deposits of tophi are gradually carried 
back into solution and excreted.’’' BENEMID is a 
valuable agent for the interval treatment of gout.? 
References: 1. Ann. Int. Med. 44:1182 (June) 1956. 2. Current Med. Dig. 20:27 


(Sept.) 1953. 
Gp 
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bility by controlling gout 





Cortef* 
for inflammation, 


neomycin 


for infection: 


(p ountment 





7 . 
(Topical) Supplied: 
0.5% (5 mg. Cortef acetate per gram) 
1.0% (10 mg. Cortef acetate per gram) 
2.5% (25 mg. Cortef acetate per gram) 


All 3 strengths in 5 Gm. and 20 Gm. tubes 


Each gram contains: 


Hydrocortisone acetate 5 mg. 
or 10 mg. 
or 25 mg. 





Neomycin sulfate ..... Retr eRe Te 5 mg. 

(equiv. to 3.5 mg. neomycin base) 
Micthiyinaraben 25. gs cscaccose coco : 
Butyl-p-hydroxybenzoate 


Supplied: 

1.5% (15 mg. Cortef acetate per gram) 

In 1 drachm applicator tubes 

Each gram contains: 

Hydrocortisone acetate .......ccccc0o00. 

INGONTY CIN BIARARE cis seaek cots caentenasverie 
(equiv. to 3.5 mg. neomycin base) 


“REGISTERED TRADEMARK FOR THE UPJOHN BRAND OF HYDROCORTISONE (COMPOUND F) 


** REGISTERED TRADEMARK FOR THE UPJOHN BRAND OF HYD TISONE ( F) 





WITH NEOMYCIN SULFATE 


The Upjohn Company, Kalamazoo, Michigan 
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Rarical 


iron-calcium TABLETS 


a unique new compound, ferrous calcium citrate, with tricalcium citrate 


* iron and calcium in one molecule 


* more hemoglobin in less time 


- no leg cramps with this iron-calcium 



























he'll begin to get 
nutritional 
dividends at 39— 

more benefits at 65 








Wise nutrition in early maturity can give the ben- 
efits of vigor, health and happiness in later ma- 
turity. A small premium of Supplifort every day 





—begun at 39 or earlier—insures such benefits. k 
2 or 3 tablespoonfuls of winelike Supplifort q é 
daily provide enough L-lysine to compensate 

for the poor quality of cereal proteins which (, 
make up one-fifth to two-fifths of most diets. ( HM 





With Supplifort, the tissue-building value of the 
cereal protein consumed is approximately dou- y Wu £ 
bled. Supplifort also supplies DL-methionine to 
improve proteins in potatoes and other root vege- 
tables; eight important B vitamins, said to allay 
some effects of aging;! the most important min- 
erals, calcium and iron,? and other trace min- 
erals. At age 39, start your patient on Supplifort f 
dividends. He’ll accumulate additional benefits { 
at 65 and later! : 


THE NEW NUTRITIONAL INSURANCE 
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ELIXIR \ 
THREE TABLESPOONS PROVIDE: 
u-Lysine "aiuto 790 mg.* | ae ae ee eee L r 
pi-methionine . - 50mg. ne eer [ 
Thiamine Hydrochloride . - 10mg. Cobalt < ees ae ee \ ' 
Riboflavin . - mg. Potassium co es ss ae. 4 
Pyridoxine Hydrochloride . 2 mg. Magnesium . . . . « « 6.0 mg. i. 
Niacinamide. . - 100mg. Manganese . . .. . « %1.0mg. = 
re UC — ; 1.0 mg. 
ae | Saar a i. err * 1.5 mg. 
Dn » « » si #. € mg. 
Gee: ss. st lias) ee Alcohol 15% Ca 
Calcium . . - «+ 75mg. b 


Supplied in pint Sia *equivalent to 600 mg. L-lysine 
References: 1. Kaufman, W.: J. Am. 
Geriatrics Soc. 3:927, 1955. 

2. Walker, V. W.: Am. J. Clin, 
Nutrition 1:552, 1953. 
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antibacterial—analgesic 
clears urinary tract infections 


—relieves pain 


Each Azo GANTRISIN tablet contains 0.5-Gm Gantrisin_ plus 
50 mg of phenylazo-diamino-pyridine HCl. 


The prompt antibacterial action of Gantrisin is both sys- 
temic and local, and is directed against a wide range of path- 
ogens—including E. coli, B. proteus, and Pseudomonas. The 
high blood and urine levels of Gantrisin promptly clear de- 
scending and ascending urinary tract infections. 


The specific local analgesia resulting from phenylazo-dia- 
mino-pyridine HCI relieves burning, urgency, and nocturia 
— often within 2 hours. 


Your patient will know that your therapy is working soon 
after taking the first AZo GANTRISIN tablet: he will see 
evidence of the drug in the orange-colored urine; he will feel 
less pain. 


Dosage: Adults and children over 100 Ibs — 2 tablets, q.i.d. 
Children under 100 lbs — 1 tablet, q.i.d. 


Supplied: Red, monogrammed tablets in bottles of 100 and 
500. 


HOFFMANN - LA ROCHE INC 


Gantrisin® — brand of sulfisoxazole 
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TO FIGHT THE INROADS OF AGE 


Current opinion stresses the importance of early recognition of 
the undesirable effects of aging, and adequate metabolic support 
of the body’s fight against them.! NEOBON, by providing 4 factors 
PLUS 1, corrects all 5 of the recognized treatable causes of aging. 


Gonadal Hormone Decline—NEOBON’s daily dose of 3 mg. Methyl- 
testosterone and 0.018 mg. Ethinyl Estradiol offsets it. 


Hematinic Deficiencies—NEOBON combats nutritional anemia and 
iron deficiency with essential hematinic factors. 


Digestive Enzyme Deficiency—-NEOBON supplies pepsin and pan- 
creatin to insure proper absorption and utilization of foods— 
despite digestive ‘‘let-down”’ of aging. 


Nutritional Inadequacy —NEOBON’S complete combination of essen- 
tial minerals and vitamins replaces deficiencies inherent in the 
restricted diets of the aging. 


PLUS-NEOBON’s new lysine, the amino acid that lifts low value vegetable 
proteins to the high grade quality found in meat and eggs. 


NEOPON in bottles of 60 soft, soluble capsules; prescription only. 
1. Klemme, H. L.: Clin. Med., October, 1956. 


NEw NEOBON’ LIQUID, a geriatric tonic 


providing gonadal and thyroid supplementation, im- 
proved carbohydrate and protein utilization, hematinic 
action, and mild antidepressant effect. 


In 16 02. bottles; prescription only. 





PEACE of mind ATARAX® Chicago 11, Illinois 
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with peptonize 


A “re-view”’ of iron therapy 
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It is well-established that peptonized iron is vir- 
tually predigested. Anemias refractory to other 
forms of iron will often respond promptly to 
Livitamin. And the Livitamin formula, con- i 
taining the B complex, provides integrated 
therapy to correct the blood picture, and to 
improve appetite and digestion. 


Current studies* show Peptonized Iron 
—One-third as toxic as ferrous sulfate. 
—Absorbed as well as ferrous sulfate. 
—Non-astringent. 

—Free from tendencies to disturb digestion. 
(One-tenth as irritating to the gastric 
mucosa as ferrous sulfate.) 

—Highly effective in iron-deficiency anemias. 











tonized Iron and Ferrous Sulfate. Read before 
the American Association for the Advancement 
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EACH FLUIDOUNCE CONTAINS: 





Iron peptonized .....4.4+.++- 0.42 Gm. 
(Equiv. in elemental iron to 71 mg.) 
Manganese citrate, soluble .. . 0.158 Gm. 
Thiamine hydrochloride ..... 10 mg. 
Riboflavin ..... eee ae aoe a 10 mg. 

Cobalamin Conc. 

(Vitamin Biz activity) ..... ° 20 mcg. 
NiACINBTMIGe 6 cb we cw 50 mg. 
Pyridoxine hydrochloride ..... 1 meg. 
Pantothenic acid .....cee- 5 meg. 
Liver fraction |... sc sets ete 2 Gm. 
Rice bran extract a ee eee 1 Gm. 
Inositol ie ee ae ee 30 mg. 


Choline 


*Keith, J.H.: Utilization and Toxicity of Pep- The S. E. MASSENGI LL Company 


of Science, Atlanta, Georgia, December, 1955 New York 


ewe, ic) eee 60 mg. 


Bristol, Tennessee 
Kansas City San Francisco 





BUTAZOLIDIN’ 

















Her Life 
is Less Frenzied- 


—since the strained and tense feelings of rush, 
pressure, anxiety about her work have been 
eased with— 


You prescribe a calmer outlook almost immediately when you 
prescribe Butiserpine. 


Smooth-acting Butisol® Sodium goes to work at once on the 
tension-relief job, reducing nervous anxiety, while reserpine 
in safer low dosage gradually builds up its tranquilizing effect. 


Each tablet or teaspoonful of elixir contains: 
Butisol Sodium 15 mg. (1/4 gr.) 
(Butabarbital Sodium, McNeil) 
Reserpine 0.1 mg. 
@ Tablets © Elixir 
® Prestabs* Butiserpine R-A (Repeat Action Tablets) *Trade-Mark 





LABORATORIES, INC., 
PHILADELPHIA 32, PA. 
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KOAGAMIN : 


parenteral hemostat 


controls and prevents blood loss 


07756 


Saves patients from the necessity of transfusion in many cases,} 
by providing rapid, safe* hemostasis systemically. Avoids trans- 
fusion hazards (death 1: 1000 to 1:3000, jaundice 1:200).? 


Saves blood in various types of hemorrhage...safely...by acting 
directly on the last phases of the clotting mechanism. 


Saves time in office and operating room by stemming capillary 
and venous bleeding and preventing hemorrhage. 

1. Joseph, M.: Control of Hemorrhage —or Transfusion, Am. J. Surg. 87:905, 
1954, 2. Crisp, W. E.: Editorial; One Pint of Blood, Obst. & Gynec. 7:216, 1956. 
KOAGAMIN, an aqueous solution of oxalic and malonic acids for parenteral 
use, is supplied in 10-cc. diaphragm-stoppered vials. 


*no untoward reaction—including thrombosis—ever reported in 18 years of 
clinical use. 


CHATHAM PHARMACEUTICALS, INC » NEWARK 2, NEW JERSEY 


G y ) Distributed in Canada by Austin Lab- 
oratories, Limited, Guelph, Ontario 
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Pro-Banthine Relieves Pain, 


Accelerates Peptic Ulcer Healing 


The efficiency of Pro-Banthine (brand of 
propantheline bromide) in inhibiting the 
chemical substance which mediates para- 
sympathetic gastric activity explains the 
success of the drug in ulcer therapy. Pro- 
Banthine blocks acetylcholine at both the 
ganglia and parasympathetic effector 
sites. This dual action controls excess 
neural stimulation of both gastric secre- 
tion and motility. 

The therapeutic benefits of this anti- 


cholinergic blockade consist, as many 
clinical investigators have noted, in 
prompt relief of ulcer pain and pro- 
nounced acceleration of ulcer healing. 

: The suggested initial dosage is one 15- 
mg. tablet with meals and two tablets at 
bedtime. Two or more tablets four times 
a day may be indicated in severe manifes- 
tations. G. D. Searle & Co., Chicago 80, 
Illinois. Research in the Service of 
Medicine. 
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‘... may be unique as a wide-spectrum 


antimicrobial agent that 1s bactericidal, 
relatively nontoxic, and does not 


invoke resistant mutants 


991 
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Furadantin 


BRAND OF NITROFURANTOIN 


in act. and Chronic, pylonophits , cysts , prostatitis 


Percentage of Effectiveness of Furadantin Against Various Strains of Bacteria in Vitro 





Furadantin 


Antibiotic A 


Antibiotic B 
Penicillin 


Antibiotic C 





Dihydrostreptomycin 


Aerobacter 
aerogenes 


82.1 


71.4 
14.2 
3.5 
3.5 
14.2 


Proteus 


sp. 


66.6 


55.5 
25.9 
0 

0 
7.4 


Paracolo- 
bactrum 


sp. 


25.0 
12.5 
0 
0 
18.7 


Micro- 
coccus 
pyogenes 


91.9 


93.5 
38.7 
66.1 
27.4 
46.7 


Strepto- 
coccus 
pyogenes 


93.9 


96.9 
27.2 
63.6 
39.3 
72.6 


Esche- 
richia 
coli 


60.0 


66.0 
28.0 
0 
0 
22.0 


Pseudo- 
monas 
aeruginosa 


13.3 


26.6 
6.6 
2.2 

0 

11.1 








FROM PE RRY? 


Furadantin’s “high degree of effectiveness against bacteria responsible 


for urinary tract infections is brought out by this study. 


999 


Furadantin dosage—simple and safe: Average adult dose is 100 mg., 
q.i.d., (at mealtime, and on retiring, with food or milk). Average daily 
dosage for children is 5 to 7 mg./Kg. in four divided doses. 


SUPPLIED: Tablets, 50 and 100 mg., bottles of 25 and 100. 
Oral Suspension, 5 mg. per cc. 


REFERENCES: 1. Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 2. Perry, 


R. E., Jr.: North Carolina M. J. 16:567, 1955. 
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for those with 


PARKINSONISM 


Smoother activity 










and 


brighter expression 


® * 


@ reduces rigidity and tremor. 





= seldom causes dryness of the mouth, 
blurring of vision or excitation. 


**KEMADRIN’ brand Procyclidine Hydrochloride 
Tablet of 5 mg., scored. Bottles of 100 and 1,000. 


Literature available on request. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 














retresher 
for your 
patients 


AT 





Chilling remarkably enhances the sherry flavor of 
GEVRABON. For some time physicians have been 
advantageously prescribing GEVRABON with ice as 
an appetite-stimulating tonic before mealtime— 





adding a refreshing touch to regular dietary 
supplementation for their senior patients. 


Specify GEVRABON ON-THE-ROCKS and assure your 
older patients a vigor-sustaining supplement of 
specific vitamins and minerals in truly palatable 
form. 


GEVRABON* Geriatric Vitamin-Mineral Supplement LEDERLE 








on-the-rocks 


Each fluid ounce (30 cc.) contains: 





Thiamine HCI (B,) 5 mg. 
Riboflavin (By) 2.5 mg. 
Vitamin Bj2 1 mcgm. 
Niacinamide 50 mg. 
Pyridoxine HCI (Bg) 1 mg. 
Pantothenic Acid (as panthenol) 10 mg. 
Choline (as tricholine citrate) 100 mg. 
Inositol 100 mg. 


Calcium (as Ca glycerophosphate) 48 mg. 
Phosphorus (as Ca glycerophosphate) 39 mg. 


Iodine (as KD 1 mg. 
Potassium 10 mg. 
Magnesium (as MgC1lo.6H2O) 2 mg. 
Zinc (as ZnCl») 2 mg. 
Manganese (as MnC1».4H»2O) 2 mg. 
Iron (as ferrous gluconate) 20 mg. 
Alcohol 18% 


*Reg. U. S, Pat. Off. 


D> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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THERE'S 
“DESIGN IN 


FORMULATION 
TOO! 


For greater product effectiveness 
in minor dermal disorders . . . 


ooo 


| provides 


Effective treatment and aids in preventing 


e BED SORES 

® SUPERFICIAL ULCERS 
® INTERTRIGO 

e DIAPER RASH 

e PRURITUS, ANI VULVAE 


As a skin “first aid’’ HOLLANDEX OINTMENT with Vitamins A and D (as contained in 
natural Cod Liver Oil) helps promote. skin healing. To further fortify and assure aid in 
healing tender skin surfaces by helping to prevent infections, HOLLANDEX contains a mild 


non-irritating but effective antiseptic . . . Hexachlorophene. 


An outstanding characteristic of this smooth, creamy, water repellent ointment is its unique 
property of providing an imperceptible protective film over. the skin. This is of material 
benefit in providing a barrier between the skin and outside irritants. The specially formu- 
lated, deep penetrating base containing improved lanolin aids in lubricating and relieving 


certain conditions marked by abnormal skin dryness. 


If you want a protective and therapeutic 


ointment that will soothe and accelerate 





skin healing Rec d and rely on... 





Write for Professional samples. Not a cosmetic but a medicated ointment 


Holland-Rantos Co., Inc. Manufacturers of KOROMEX Products, New York 13, N. Y. 



















most het discomfort 
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brand of prednisolone 


Most active corticosteroid; minimal electrolyte disturbance. 
White, scored 5 mg. tablets (bottles of 20 and 100) and pink, 
scored 1 mg. tablets (bottles of 100). 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 





Genie 


is the word 


for Noludar 


Mild, yet positive in 
action, Noludar 'Roche' 
is especially suited 
for the tense patient 
who needs to relax and 
remain clear—headed— 
or for the insomniac 
who wants a refreshing 
night's sleep without 
hangover. Not a 
barbiturate, not habit— 
forming. Tablets, 

50 and 200 mg; elixir, 
50 mg per teasp. 


Noludar® brand of methyprylon 
(3,3-diethyl1-5-methyl- 
2,4-piperidinedione) 


Original Research in 
Medicine and Chemistry 












effective urinary analgesia 












Whenever urinary tract infections, strictures, ob- _— all the urinary antibacterials and permits greater 
structions, fistulas, stones, trauma or neoplasms _ flexibility in the use of any combination, potency or 
cause painful mucosal lesions, you can provide re- dosage schedule required for successful treatment. 
lief quickly (within 20-25 minutes) with Pyridiam. Dosage: Two tablets before each meal. 

Pyridium is compatible with and complementary to Supplied: In bottles of 12, 50, 500 and 1000. 










(Brand of Phenylazo-diamino-pyridine HC!) 


WARNER-CHILCOTT 


100 VEARS OF SERVICE TO THE MEDICAL PROFESSION 
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loc. rf | lreatmenti 


FOR BEDSORES 
AND OTHER 
CHRONIC 
ULCERATIONS 



























May 15th. Severe decubitus ulcer over femoral greater tuber- 
osity in a terminally ill patient. 


WHITE'S VITAMIN A & D OINTMENT 


Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 


closure. It is also useful as a protective and therapeutic covering in 





miscellaneous skin conditions characterized by abnormal dryness. 

White’s Vitamin A & D Ointment provides vitamins A and D ina | 
pleasant lanolin-petrolatum base that does not stain tissues or bed clothes. 

B in 1% oz. or 4 oz. tubes; 


1 Ib. or 5 Ib. jars. 





WHITE LABORATORIES, INC., KENILWORTH, N. J. 





July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissue 




















Rauwiloid 


A Dependable Antihypertensive 


“ bv far the most effective 


and useful orally administered agent for reducing blood 
pressure .. . fully worthy of a trial in every case of 
essential hypertension in which treatment is thought 
necessary. The severe cases, which always need treat- 
ment, are as likely to respond as the mild.””! 


1. Locket, S.: Brit. M.J. 
1:809 (Apr. 2) 1955. 


An Effective Tranquilizer, too 


“cc 


. relief from anxiety resulted in generally in- 


creased intellectual and psychomotor efficiency with 
a few exceptions.”’? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of diseases 
burdened by psychic overlay. 


2. Wright, W.T., Jr., et al.: J. Kansas 
M. Soc. 57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


Rauwiloid + Veriloid’ 

In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


A logical first step when more potent drugs are needed 


Rauwiloid + 

Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, % 
tablet q.i.d. 


Riker vos ancetes 













the next patient you see 


skeyaals 


office 


hospital 








that patient may need nutritional support 
that patient may need a corrected diet and 


THERAGRAN 


Squibb Therapeutic Formula Vitamins 
capsules e liquid 


Clinically proved, truly therapeutic dosages of the six vitamins 
almost invariably associated with chronic vitamin deficiency states 


Each Theragran Capsule, or each 5 cc. teaspoonful of Theragran Liquid, supplies: 


Vitamin A ......... 25,000 U.S.P. units RUINVERD «caso sasecuuetsersedansvcs 10 mg. 
Vitamin D ........ . 1,000 U.S.P. units PIACINOMNGE «0500505055855. 0550 150 mg. 
ne en 10 mg. AOGMING BOW «05: -cscsscceeees 150 mg. 


Supply: Theragran Capsules, bottles of 30, 60, 100 and 1000. Theragran Liquid, 
bottles of 4 fl. oz. 


Squibb Quality—the Priceless Ingredient 


*THERAGRAN'® IS A SQUIBB TRADEMARK, 











' IN PREVENTIWVE GERIATRICS 
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Evidence of poor tissue nutrition is often already 
present in the aging patient, and poor 
capillary status further aggravates 


tissue starvation. 














HESPER-C 
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Indications: Routine preventive geriatrics — to establish a better balance 
ft of tissue repair versus tissue destruction in the aging patient; 

"4 cardio- and cerebrovascular diseases; diabetes and diabetic 

Es retinopathy; epistaxis; upper respiratory infections; purpuras; 
arthritis; fractures. HESPER-C hastens postoperative recovery. 


: eo & 
v available, convenient New HESPER-C LIQUID. a” ». ? 


HESPER-C provides 100 mg. of fully active hesperidin REFERENCES: 1. Gale, E. T. and 
concentrate plus 100 mg. ascorbic acid per capsule or per ne oe ae tae 
teaspoonful (5 ml.). DOSAGE: No less than 6 capsules or Hesperidin and Ascorbic Acid. Nat- 
teaspoonfuls daily. Maintenance dose 4 capsules or teaspoon- Seek See a ee 
e, fuls daily. SUPPLIED: Liquid in bottles of 4 oz. and 12 oz. 1954. 3. Drezner, H. L., et al.: 
r Capsules in bottles of 100 and 1000. _——_- Oe 
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THE NATIONAL DRUG COMPANY PHILADELPHIA 44, PA 
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INDICATIONS: The cardinal indi- 
cation for PARENZYME is acute 
inflammation; traumatic wounds, 
skin ulcers, vascular disorders, 
ophthalmic inflammations. 





alters the chemical and enzymatic phase of circulatory 
stasis in acute edematous and inflammatory condi- 
tions. Local circulation is re-established permitting 
all physiologic processes of repair to proceed un- 
impeded.' Edema fluid and necrotized tissue are 
resorbed, pain is quickly reduced, the inflammatory 
process is controlled and reversed with speeding of 
the healing process. 2:*:4 
Menkin’s concept? is that the local circulation is cut 
off in these conditions by soft fibrin and other 
denatured macromolecular deposits clogging the 
capillaries, lymphatics and intercellular tissue 
spaces.""? The degree of the fibrinogen to fibrin 
polymerization is not such as to make it compar- 
able with the fibrin of a fixed, formed clot. 
PARENZYME, the first parenteral proteolytic 
enzyme, has a direct depolymerizing effect on the 
soft fibrin and other macromolecules which form 
a mechanical barrier around the injured area.* 


The film, CLINICAL ENZYMOLOGY, is 
available for showing at all medical 
meetings upon request. And be sure:to 
watch for the Med-Audiographs, a series 
of recorded clinical discussions. 


REFERENCES 
. Cc. J., Angiology, 
Ohio State Med 
T.. Clinical Med, 2:58 
Delaware State Med. J 
’ » Dynamics of Ir 
lillan Company, 1950. 6. Inner- 
y 36:1090, 1954. 7. Campagna, 
, J. M., Delaware State Med. J. 
7:50, 1955. 8. Martin, G. J., Exper. Med. & 
3:156, 1955. 
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"ne DONNAGESIC Extentah gives 10 to 12 hours of 
steady, high-level codeine analgesia. Rebuilding 
of effective analgesia with repeated doses is 

avoided. Patient comfort is continuous. 


There is more pain relief in DONNAGESIC Extentabs 
than in codeine alone — codeine analgesia is potentiated 
by the phenobarbital present. In addition, phenobarbital 
diminishes anxiety, lowering patient’s reactivity to pain. 


DONNAGESIC is safer, too, for codeine side effects are 
minimized by the peripheral action of the belladonna 
alkaloids. 


extended action—tThe intensity of effects smoothly 
sustained all-day or all-night by each DONNAGESIC 
Extentab is equivalent to, or greater than, the maximum 
which would be provided by q. 4h. administration of one- 
third the active ingredients. 


rn S) A. H. ROBINS CO., INC., RICHMOND, VIRGINIA Ethical Pharmaceuticals of Merit Since 1878 


“Reg. U. S. Pat. Off., Pat. applied for. 


- ; ® 


extended action tablets of CODEINE with DONNATAL® 


once every 10-12 hours 
and 
for all codeine uses 


rte, 


DONNAGESIC No. 1 (pink 


CODEINE Phosphate 
Hyoscyamine Sulfate 
Atropine Sulfate 
Hyoscine Hydrobromide 
Phenobarbital 


48.6 mg.(3%4er.).....-. 97.2 mg. (11 gr.) 
0.3111 mg. | 

0.0582 mg 0.0582 mg. 

0.0195 mg. 0.0195 mg. 
48.6 mg.(%er.) ....00ee 48.6 mg. (% gr.) | 


I 


| 





WHENEVER © 9 
COUGH THERAPY 
IS INDICATED 














™ Relieves cough quickly and thor- 
oughly = Effect lasts six hours and 
longer, permitting a comfortable 
night’s sleep = Controls useless 
cough without impairing expecto- 
ration ™ rarely causes constipation 
= And pleasant to take 


Syrup and oral tablets. Each teaspoon- 
ful or tablet of Hycopan* contains 5 mg. 
dihydrocodeinone bitartrate and 1.5 mg. 
Mesopin.t Average adult dose: One tea- 
spoonful or tablet after meals and at 
bedtime. May be habit-forming. Avail- 
able on your prescription. 


indo 





ENDO LABORATORIES 
Richmond Hill 18, New York ~ 





* 


*U, S. PAT. 2,630,400 t ea, OF HOMATROPINE METHYLBROMIDE 











establishing 
desired 
eating 
patterns 
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and the 60-10-70 Basic Plan 


Mepepeayen. 


In the development of good eating habits, there 
are three essentials: supervision by the physician, 
selective medication, and a balanced eating plan.':?:* 


Obedrin contains: Formula 

e Methamphetamine for its anorexigenic and mood- Semoxydrine HCI (Methamphet- 
lifting effects. amine HCl) 5 mg.; Pentobarbital 

e Pentobarbital as a balancing agent, to guard against 20 mg.; Ascorbic acid 100 mg.; 
excitation. ‘ Thiamine HCI 0.5 mg.; Riboflavin 


e Vitamins B, and B, plus niacin to supplement the diet. a Es Se ee 
e Ascorbic acid to aid in the mobilization of tissue fluids. 1. Eisfelder, H.W.: Am. Pract. & Dig. 


: ; : ee Treat. 5:778 (Oct., 1954 
Since Obedrin contains no artificial bulk, the hazards i, - j 


of impaction are avoided. The 60-10-70 Basic Plan a eee St Sah See 


i az f i (May, 1953) 
provides for a balanced food intake, with sufficient ’ 
t 3. Sherman, R.J.: Medical Times, 
protein and roughage. 82:107 (Feb., 1954) 
Write for Tho ¢C C€ ; 
60-10.70 Menu pads, weight charts 1 H€ S. E. MASSENGILL Company 
; and samples of Obedrin Bristol, Tennessee 
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in arthritis, BUFFERINs because... 


...in the majority of your arthritic cases BUFFERIN alone can safely and 
effectively provide adequate therapeutic control without resorting to the 
more dangerous cortisone-like drugs. 

... BUFFERIN is better tolerated by the stomach than aspirin, especially 
among arthritics where a high dosage, long term salicylate regimen is 
indicated. 

... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 


ret- 
ital 
1g.; 





vin 
...even in the relatively few cases where steroids are necessary, use of 
BUuFFERIN will allow proper flexibility for individual dosages. 
Dig. ,.. BUFFERIN is more economical for the arth- 
ritic who requires a long period of medication. 
42 ... BUFFERIN contains no sodium, thus mas- 
sive doses can be safely given without fear of 
eS, sodium accumulation or edema. 
Each sodium-free BUFFERIN tablet contains acetylsalicylic acid 
5 grains, and the antacids magnesium carbonate and aluminum glycinate. 
B Bristol-Myers Company, 19 West 50 Street, New York 20, New York 
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orally...intravenously 


palliative of choice 
in prostatic carcinoma 


Stilphostrol | 


Diethylstilbestrol Diphosphate, AMES 
Tablets - Ampuls 





Initially or as maintenance after. I.V..therapy, well-tolerated STILPHOSTROL 
Tablets relieve pain and increase well-being in nonhospitalized as well as hospi- 
talized patients. Palliative action is often obtainable even in patients no longer 
responding to other estrogens. : 

















. % 
See your 1957 PDR for oral and intravenous dosage and administration, or write for i 
literature. ; 
Packaging: STILPHOSTROL Tablets, diethylstilbestrol diphosphate 50.mg., bottles of 50. ty 
STILPHOSTROL Ampuls, 5 cc., containing diethylstilbestrol diphosphate 0,25 Gm, as a solution be 
of the sodium salt, boxes of 20. 
Response among 46 patients with advanced prostatic carcinoma to J.V. STILPHOSTROL* L 
100 ' 
a 83% 84% 
cE: . 70% 
= 64% 55% ’ 
5 41% 
5 22% 24% 
S + 14% 16% ‘ 
a 4% 6% 
0 
Evident Prostatic Elevated Bone Urinary 
Metastases Findings Serum Acid Pain Symptoms Well-Being 
Phosphatase : 


























= Improved WZ Unchanged A Worse 


*Adapted from Flocks, R. H.;:Marberger, H.; Begley, B. J., and Prendergast, L. J.: J. Urol. 74:549 
1955. 
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Wyeth... 
Name to Remember | 


in 
Cardiovascular 
Therapy 








ANSOLYSEN’ 


TARTRATE (Pentolinium Tartrate) 


Indicated in moderately severe, severe, and 


uncomplicated malignant hypertension. The 
action of ANSOLYSEN is potent, reliable, and pro- 
longed. It lowers blood pressure, relieves 


symptoms, offers minimal by-effects. 





PURODIGIN' 


(Crystalline Digitoxin) 

Indicated in congestive heart failure. PuRoDIGIN 
achieves and maintains digitalization with the 
smallest oral dose of all cardioactive glycosides. 

It offers high potency, complete absorption, 
steady maintenance, uniform action. 


THIOMERIN' 


SODIUM (Mercaptomerin Sodium) 
Indicated for diuretic therapy. THIOMERIN pro- 
duces significantly effective, smooth, and 

persistent fluid loss. It is well tolerated when 
given subcutaneously and, of all organomercurial 
diuretics, is least irritant. 


W YAMINE” 


SULFATE INJECTION 


(Mephentermine Sulfate) 
Indicated in acute hypotensive states not asso- 
ciated with hemorrhage. Injection WYAMINE is 
an effective and predictable pressor agent. It may 
be used intravenously or intramuscularly for 
either prophylaxis or therapy of hypotension. ® 
Philadelphia 1, Pa. 














for your below-par patients 


TROPH-IRON* 


B.2— lron—B, 





Many adult patients who are finicky eaters find their appetites 
improved by “Troph-Iron’ therapy. In addition to stimulating appe- 
tite in these patients, “Troph-Iron’ corrects the nutritional iron 
deficiency that often accompanies poor eating habits. 

“‘Troph-Iron’ is also an ideal nutritional adjunct for below-par children. 


Now in 2 forms: 
1. Delicious cherry-flavored liquid for children 
2. Tablets for older patients 


Each 5 ce. teaspoonful of liquid (or each tablet) contains: 


Nites ee ww 25 meg. 
Nite Gy. CC “(CC ts 10 mg. 
Ferric pyrophosphate. .... . 250 mg. 


to stimulate appetite - to promote growth 
to correct nutritional iron deficiency 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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BLOOD DRAWS ITS OWN PROFILE 


Here’s one of the most ingenious methods of 
blood analysis! A small strip of paper in an 
electric field paints a picture that’s worth a 
thousand calculations! 


Principle: The phosphatides and phospha- 
tide-containing complexes travel along the 
electrified path of the paper strip allowing 
identifiable protein and lipid complexes to be 
deposited at various points. Where the phos- 
phatide content is insufficient, electroneutral 
lipids (cholesterol, neutral fat) are set free to 
remain at the starting point. Thus we obtain 
the characteristic tell-tale density zones of the 
electrophoretic profile. 


Significance: Paper electrophoresis provides 
demonstrable physical evidence in disturb- 
ances of lipid metabolism and in associated 
disease states. Characteristic patterns have 
been obtained in hypercholesteremia, hyper- 
lipemia, lipoid nephrosis, etc.; electrophoretic 
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profiles from various species illustrate their 
relative predisposition to atherosclerosis. 


Application: Paper electrophoresis is now 
being used to investigate the influence of 
dietary supplementation with “RG” Lecithin 
upon lipoprotein patterns in patients with 
lipid metabolism disturbances. 


Glidden’s “RG” Lecithin consists of 90% 
natural phosphatides in dry, free-flowing 





granules refined from soybeans. It is the only 
lecithin made expressly for medically in- 
dicated dietary purposes. 


“RG” Lecithin is well tolerated and readily 
utilized by the body. There are no contrain- 
dications. Daily dietary supplement: 1 table- 
spoonful (7.5 Gm.) in juices or on cereals. (Up 
to 60 Gm. daily are used in clinical trials.) 


Literature on lecithin in health and disease 





available on request. 


RG® LECITHIN a cistory phosphatide supplement 


The Glidden Company « Chemurgy Div., 1825 N. Laramie Ave., Chicago 39, III. 
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On the 
Protein 
Quality 


of the 
Oatmeal 
Serving 









IN GERIATRIC NUTRITION 
In the problems of geriatric 
nutrition, of dealing with 
the self-imposed restric- 
tions and distorted appe- 
tites of the aged, oatmeal 
offers definite advantages. 
It provides good protein, 
valuable vitamins and 
minerals, is low in sodium 
and purines, is easily eaten, 
readily digested, and 
promptly utilized. 





It has long been known by nutritionists (and probably 
some laymen) that the standard serving of oatmeal and 
milk supplies 9 grams of readily available protein. Per- 
haps less well known is the biologically excellent quality 
of the protein content of the oatmeal breakfast dish. 


Quantitatively, rolled oats has a higher average protein 
content than any other whole grain cereal.' Nutritionally, 
the quality of the protein is reflected in the contained 
amounts of essential amino acids. Chemical analyses of 
cereal proteins reveal oats to be relatively rich in essen- 
tial amino acids. Confirmatory biological evidence for 
this is apparent from comparative studies of protein 
quality of various breakfast cereals.” 


Feeding tests with small animals and human subjects 
indicate the amino acids of rolled oats to be readily 
available for absorption and utilization because of the 
high digestibility of oat protein.*: *° The high nutritional 
value of the rolled oats-and-milk combination was proved 
many years ago in human feeding experiments in which 
the protein value was studied in terms of maintaining 
nitrogen equilibrium.® The excellent quality of the com- 
bination of proteins in the standard serving of oatmeal 
and milk is also evident in results of growth tests with 
weanling rats.’ 


Readily available high-quality protein is important to 
children for growth promotion and development, and 
to adults for normal maintenance and repair of tissue. 
The oatmeal-and-milk serving provides such protein, 
as well as valuable amounts of vitamins and minerals. 


Quaker Oats and Mother’s Oats, the two brands of 
oatmeal offered by The Quaker Oats Company, are 
identical. Both brands are available in the Quick (cooks 
in one minute) and the Old-Fashioned varieties which 
are of equal nutrient value. 





1. Watt, B.K., and Merrill, A.L.: Composition of Foods—Raw, Processed, 
Prepared, Washington, D.C., United States Depi:'tment of Agriculture, 
Agricultural Handbook No. 8, 1950. 

. Sure, B.: Nutritional Values of Proteins in Various Cereal Breakfast Foods, 
Food Res. 16:161 (Mar.-Apr.) 1951. 

. Murlin, J.R.; Nasset, E.S., and Marsh, M.E.: The Egg-Replacement 
Value of the Proteins of Cereal Breakfast Foods, With a Consideration of 
Heat Injury, J. Nutrition 16:249 (Sept.) 1938. 

. Mitchell, H.H., and Block, R.J.: Some Relationships Between the Amino 
Acid Contents of Proteins and Their Nutritive Values for the Growing Rat, 
J. Biol. Chem. 163:599 (June) 1946. 

. Clark, L.C.; Ryer, H., and Murlin, J.R.: Relative to Egg Bivlogical Values 
and Replacement Values of Some Cereal Proteins in Human Subjects, 
J. Nutrition 38:405 (Aug.) 1949. 

3. Sherman, H.C.; Winters, J.C., and Philips, V.: Efficiency of Oat Protein in 
Adult Human Nutrition, J. Biol. Chem. 39:53 (1919). 

. Quaker Oats Company Research 
Laboratories Project Report. 


to 


is) 


‘ 


al 


_ 
S 


~ 


The Quaker Oats Ompany 


CHICAGO 






















































ably 
and 
Per- 
ality 
i: 


tein 
ally, 
ined 
s of 
sen- 
- for 
tein 


ects 
dily 

the 
onal 
yved 
hich 
ning 
om- 
neal 
with 


it to 
and 
sue. 
ein, 
iS. 
s of 
are 
ks 


hich 


ssed, 
lture, 


oods, 


ment 
on of 


mino 


Rat, 


alues 
jects, 


2in in 





Jd 


M LI : 
etandren Linguets...... are buccally or sublingually 


absorbed — provide virtually the therapeutic equivalent of intramuscular androgen without 
painful napianitin local reactions, skipped doses or lost working hours. 


in males Male climacteric « Impotence + Angina pectoris 


in females Menopause + Frigidity - Premenstrual tension and dysmenorrhea « 
Functional uterine bleeding 


in both males and females To aid in correcting protein depletion and chronic 
debility after: severe injury, prolonged illness, severe malnutrition, severe infection. 


METANDREN® (methyltestosterone U.S.P. CIBA) 
LINGUETS® (tablets for mucosal absorption CIBA) : ee 
5 mg. (white, scored) and 10 mg. (yellow, scored). 2/2380mK ( | «+ \ SUMMIT, N. J. 





for 
CONSTIPATED 
ELDERLY 


\" 
_e ® Softens stools naturally without side-effects 
@ Promotes favorable intestinal flora 


@ Provides nutritive barley malt extract 
for under-par patients 


2 FORMS-Liguid and Powder 
Dose: 2 Tbs. A.M. and PM. 


Borcherdt’s 


MALT SOUP 


Extract 


KNon-diastatic barley malt extract 
neutralized with potassium carbonate 
SEND FOR SAMPLES 
BORCHERDT COMPANY «+ 217 N. Wolcott Ave., Chicago 12, Ill. 


In Canada: Chemo-Drug Company, Ltd., Toronto 


UI coli ite Mae lam el-melhZ-1ameona-1al (olale Mt ol -talelet Sanam 
without toxicity, without irritation, without 
drug fasfness ... to keep the urine free from 
E. coli, S. albus, S. aureus. . . . Promptly 
soothes the irritated membrane while pre- 
viding bacteriostasis. 


One tbs. in half cup ldisldn te alinia 
warm water, q.i.d., mm URINARY 
Vy hr. a.c, and his. ANTISEPTIC 


Sample on reque:! 


Cobbe Div., BORCHERDT MALT EXTRACT CO., 
217 N. Wolcott ave., Chicago 12, Ill. 
























for 
profound 
vasodilation 
in acute 
vasospastic 
Senders 


increases peripheral 
circulation and 
reduces vasospasm by 
(1) adrenergic blockade, 
and (2) direct vasodilation. 
Provides relief 
from aching, numbness, 
tingling, and blanching 
of the extremities. 
Exceptionally 
well tolerated. 


1LIDAR® BRAND OF AZAPETINE 


HOFFMANN-LA ROCHE INC - NUTLEY - WLS 








for 
prolonged 
vasodilation 
in chronic 
circulatory 
disorders 


acts primarily on 
the. small arteries 
and arte 
to enhance 
collateral circulation 
y useful 
for long-term therapy 
in older patients 
whose feet are 


“always cold.’ 






RONIACOL® 
BRAND OF 
BETA-PYRIDYL CARBINOG 
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experience 


YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCUR!-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 
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FOREWORD TO Symposium: 


Environmental needs of the aging 


The environment in which a person lives is closely interrelated 
to the way in which he lives—and to the resulting self feelings 
of belonging, happiness, and worth. Particularly is this true in 
the case of the aging. 

Social, economic, and scientific advances have brought sig- 
nificant enrichment of life to much of our population—but not 
in the same proportion to older people as to other age groups. 
Recognizing this fact, specialists in many fields of human en- 
deavor have explored the problems related to the processes of 
growth and aging and have tried to determine what life in old 
age is really like, what it should be like, and what it can be 
like. Out of this, a philosophy is evolving on which there seems 
to be general agreement. Two basic tenets of this philosophy 
are directly related to the physical environment and to physical 
planning: 


@ Older people should remain an integral part of, and con- 
tributory to, the mainstream of community life and action. 
Not only should they be permitted, but they should be 
encouraged, to continue to live in the most independent 
status possible—for the longest practicable period of their 
lifetime. 

@ Human services should be geared to treat all persons, the 
old as well as the young and the not so old; to restore them 
to the highest possible degree of health; and to return them, 
insofar as is practicable, to the community from which they 
came. 
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For most older people for most of their later years, this 
means living independently at home; for some older people, 
it means living in a group setting—the degree of dependence 
or independence being determined according to the need of 
the individual. In either case, certain basic questions come to 
mind: How can the whole range of human services be so 
ordered that they will be equally as available to the old as 
to other age groups? What new services, if any, need to be 
introduced in-the case of older people? To what extent can 
the need for some of these services be obviated through the 
control and manipulation of the physical environment? 

Cooperative technics in the areas of geriatric and geronto- 
logical endeavor are making significant advances. However, 
only in a very limited sense has the physical planning of our 
communities or the ordering of the home environment kept 
apace with these advances or the objectives from which they 
stem. 

In the papers here presented, consideration is given to some 
of the technics of effort and the advances which they are 
bringing about, and can bring about. An attempt is made to 
interpret these in terms of the implications for the physical 
environment in which the older individual can live a fuller 
life. These papers give consideration, almost exclusively, to 
the immediate environment of the individual—his home, his 
personal contacts, his activities, and the characteristics which 
this environment might desirably have. It is acknowledged 
that there are broad areas of major concern which are left 
untouched in these papers, such as: the over-all framework of 
community organization, and the technics of administration 
and operation of the institutional environment. 

With the exception of the paper by Jerome Kaplan, The 
Day Center and the Day Care Center, the material is based in 
part on a three-year research-planning study of housing and 
care facilities for the aging. This study, in the School of Archi- 
tecture of the University of Minnesota, was made possible by 
a special grant of $28,000 from the Louis W. and Maud Hill 
Family Foundation of St. Paul. It has operated primarily in 
the fields of architecture and planning, but has drawn exten- 
sively upon such other disciplines as psychology, sociology, 
social work, occupational and physical therapy, public health, 
and hospital administration. Much of the material here pre- 
sented forms a part of a larger work which will be published 
in book form in the near future. 


WALTER K. VIVRETT 
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SYMPOSIUM: Environmental Needs of the Aging 


For most older people, for most of their later years, 


An environment for living independently 


WALTER K. VIVRETT 
MINNEAPOLIS, MINNESOTA 


@ Today, more and more older people 
are seeking, and finding, ways to con- 
tinue to live independently. Review of 
the often-cited, U.S. Census data points 
out that approximately 70 per cent of 
the persons 65 years of age and over were 
living in their own households—with 
spouse, with relatives or friends, or alone. 
(Another 25 per cent of these persons 
were living in households other than 
their own and the remaining 5 per cent 
were living in institutions or in quasi- 
households.) Even in the age grouping 
of 75 years and over, 56 per cent of the 
older persons had found it possible to 
continue to live in their own households. 
(Thirty-six per cent of these were in 
households other than their own, and 8 
per cent were in institutions or quasi- 
households.) Beyond this information, 
we have only fragmentary, limited data 
to suggest what the longitudinal picture 
of life of the individual older person is; 
but the knowledge of individual cases 





WALTER K. VIVRETT, guest editor for this sympo- 
sium, is associate professor of architecture and 
planning, University of Minnesota, and director 
of the planning study on housing and care fa- 
cilities for the aging, a project of the Louis W. 
and Maud Hill Family Foundation. He also acts 
as advisor on housing for the elderly, Federal 
Housing Administration, and as member of the 
advisory committee on housing for the elderly, 
Housing and Home Finance Agency, Washing- 
ton, D.C. 


Many older people live independent 
lives. The control and the manipula- 
tion of some aspects of the existing 
environment, or the arranging of new 
home environments with special con- 
sideration of the concomitant needs 
of the later years, would make it pos- 
sible for even more older people to 
live independently. 


which we can piece together suggests 
that a significant portion of those in 
households other than their own, or in 
institutions, could—and in some cases 
should—be living independently. Or, to 
phrase it from a different point of view: 
it might well be that many older persons, 
through the proper control and manipu- 
lation of their home environment or by 
the provision of a more suitable environ- 
ment, could be enabled to live an inde- 
pendent life for an even greater number 
of years than is now generally observed. 

The goals of independence and indi- 
viduality of living for older people have 
been stated, endorsed, and reiterated by 
just about every field of human endeav- 
or. From both medical and social areas 
have come expressions of the potentials 
of constructive therapy, as well as of the 
values of preventive and curative ther- 
apy. From both medical and social areas 
have come efforts to make just such 
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therapy in the home a reality. What is 
more, the statement of such an objective 
and the discussion of it, have encouraged 
many older persons to work out solutions 
for themselves. 

Among older persons, there is often 
frank discussion of the questions of fam- 
ily attitudes, of the responsibilities of 
our culture and society, and of the re- 
sponsibilities of the individual himself. 
What these older people do is admirable 
and wondrous! How admirable is their 
energy and ingenuity in working out 
really good living situations for them- 
selves, their adaptability to the situa- 
tions which are less than desirable, and 
their ability to rise above the limitations 
which some situations impose! 

The challenge which is before us to- 
day is to re-examine the community and 
its environment and the home and its 
environment; to determine where these 
environments are sufficient and where 
they fall short of the mark; and to ascer- 
tain what needs to be done in order that 
greater numbers of the elderly may 
spend more of their later years in inde- 
pendent living. 


The Community and the Home 


If we take a discerning look at most of 
our communities, we see older persons all 
about—some seemingly happy, others not 
so happy; some with reasonable income, 
but more lacking in funds; some with 
friends and social companionship, but 
more frequently alone, on street corners, 
in parks, in library reading rooms, or in 
other public places—somewhat reminis- 
cent of the forgotten man of the 30’s; 
some continuing in gainful employment, 
others forced to withdraw because of 
health or compulsory retirement prac- 
tices; some seemingly healthy, but many 
encountering an increasing number of 
physical and mental impairments. These 
are the individuals we see once we probe 
beyond our limited knowledge of Grand- 
mother, Aunt Katherine, or Uncle Bill. 
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If we take a look at the older person's 
home in the light of some of the typical 
areas of concern, many immediate and 
practicable questions arise: 


Personal Hygiene 


In the private home, what is the effect 
of declining physical and mental health 
upon personal hygiene? What happens to 
the bathing routine in the case of simple 
infirmities? What happens to the bathing 
and toilet routine when the older adult 
becomes semi-ambulant? Must he then 
be moved from his independent, to a de- 
pendent living situation? Is it necessary 
to transfer him to the hospital to teach 
him to take care of these activities? 

Therapists are well acquainted with 
the ins and outs of one phase of this 
situation. They know the danger of re- 
gression in the case of the individual 
who has been trained in the activities of 
daily living and then returned to an in- 
ferior environment and the danger of 
further regression if he does not receive 
advice and help. They also know of the 
impracticability of providing technical- 
ly-trained personnel to make repeated 
visits to every home in which there is 
need, of the per-hour cost of such effort, 
and of the necessity for making every 
hour of it count. 

But what of the environment in which 
the older person lives? How does the 
home suit itself to handicaps? Can the 
individual be shown, even by the tech- 
nically-trained person, a way to continue 
living in his independent status in the 
home? Here is where the whole building 
industry must dodge and run fast—be- 
ginning with “A” for architect, “B” for 
builder, and going right on down the 
alphabet. With very few exceptions, we 
are still building houses and apartments 
with bathroom doors only 2 feet wide— 
the handicapped person simply cannot 
maneuver a wheelchair through such a 
door. Then, because, in depression years, 
economy taught us to squeeze the bath 
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and toilet fixtures into the smallest di- 
mension possible, there is not enough 
room left to turn around inside the 
bathroom, let alone room for a second 
person to aid in bathing and toilet ac- 
tivities. 

Just about every article pertaining to 
housing for older people says to “give 
them grab rails all the way around.” 
Grab rails can and do serve a useful pur- 
pose, but take a close look at your own 
bathroom and you will find a shower 
rod which won’t take much more than a 
10-pound pull and glass and china towel 
rods which will not only give way, but 
shatter and splinter off just as badly as 
the old-fashioned china faucet handles 
which we outlawed long ago. Even when 
specially-adapted grab rails and rods are 
installed, there is far two much reliance 
on a couple of short metal screws. How 
high is the lavatory? High enough for 
a person in a wheelchair? Or high 
enough for using a straight chair or stool 
in front of it? These are simple, elemen- 
tary considerations, but they are consid- 
erations which determine the suitability 
of the home to the needs of many older 
persons. 


Housekeeping Routines 


To take another area of concern in the 
private home, what is the effect of handi- 
cap or infirmity on the daily routine of 
housekeeping? What happens to stand- 
ards of housekeeping, not to mention 
personal concern and state of mental 
health, when chores become too burden- 
some to perform? How many kitchens 
suitable to the semi-ambulant patient 
are encountered by the visiting worker? 
How many gas ranges does she find 
which must be used to warm the house 
as well as the food? How many kitchens 
are convenient to a place to sit down to 
eat, or are large enough to have a table 
for two? How many homes are arranged 
so that there is a reasonable distance and 
a safe and reasonable pattern of circula- 


tion between the kitchen and bedroom? 
What happens to nutrition when it be- 
comes too difficult to get from bedroom 
to kitchen? How many houses have most 
of the housekeeping facilities in the base- 
ment? Or the household impedimenta 
stored on high shelves which require the 
use of that perilously unstable stool? Or 
a one- or two-step change in floor level 
between the bedroom and the kitchen? 
Or the half-level change of the split-level 
rambler? 


Social Contacts 


Just this one additional area of basic con- 
cern in the home—what happens to social 
contacts with the outside world, and the 
opportunity to make contacts? The dwin- 
dling energy, the diminishing resources, 
and the ever-mounting death toll among 
old friends are overwhelming! Hope- 
fully, one would endeavor to retain sur- 
viving contacts, to seek new contacts to 
fill the gap left by the old. But a brief 
study of the home will reveal that there 
are five or six steps down to the yard 
level, and perhaps a few more, or a 
steeply-pitched walk down to the street 
level. Even the apartment house seems 
to find it necessary to have two or three 
steps at the entrance. Although since the 
30’s the literature has included the now 
hackneyed phrase regarding the desir- 
ability of “entrance to the home with- 
out steps,” I can tell you today of only 
one housing development and relatively 
few individual houses and apartments 
in the entire United States in which the 
houses have entrances without steps. 
These are but three of the many areas 
of concern with respect to the continu- 
ance of independent living of older per- 
sons in their later years. Even when 
viewed optimistically, these suggest that 
we have a long way to go when we talk 
of a significant number of older people 
maintaining themselves in an independ- 
ent status for longer periods. Or, what is 
more important than just maintaining 
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themselves—living out useful and mean- 
ingful lives in environments like those 
pictured in the colorful magazines for 
young homemakers! 


Objectives for Maximum Livability 

If we are to achieve an environment of 
maximum livability for older persons, 
with particular emphasis upon the con- 
tinuance of independent living for the 
longest practicable period, there are sev- 
eral considerations to be held in mind. 
The environment should: 


@ Provide a quality and standard of en- 
vironment equal to, if not better than, that to 
which the older person has become accustom- 
ed in earlier life. 

@ Have maximum suitability to the condi- 
tions frequently observed among older _per- 
sons, such as failing eyesight or hearing, slow- 
ing gait, or general dwindling of energy re- 
serves. 

@ Insofar as possible, provide within the 
one single setting a maximum livability for a 
maximum number of years, a flexibility which 
accommodates the home to the dynamic proc- 
esses of growth and aging, and to the con- 


comitant ever changing needs and demands. 


@ Within practicable limits, have maximum 
adaptability to the less frequently observed 
conditions, such as wheelchair existence, blind- 
ness, or forgetfulness. 


@ Provide not only a suitable home to 


which the rehabilitated can be returned, but 

also an environment favorable to, and con- 

tributory to, the rehabilitation of the older 
person in the home, perhaps obviating trans- 
fer to a hospital or other institution. 

It seems to me that there are a num- 
ber of general aspects of planning which 
are not only particularly applicable to 
an environment for maximum livability 
in later life, but which would ensure an 
environment in which home care and 
the therapies of treatment and training 
might operate most effectively: 

There should be, in the ordering of 
the environment, a simple informality, 
a one-roomness concept in the entire liv- 
ing unit. (“One-roomness” carries the 
sense of simplicity of arrangement and 
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orderliness. Nothing worse could befall 
most older people than the loss of indi- 
vidual privacy. For one person, one room 
may suffice, although some may require 
two or more rooms. But for two persons, 
there is littke doubt that two rooms, in 
addition to the bath and kitchen, are 
a requisite minimum.) There is need for 
simplification in the pattern of daily ac- 
tivities, and in the living unit which ac- 
commodates it. There is need for mini- 
mizing the energy required to accom- 
plish activities. Maximum significance is 
to be attached to the ability to move 
about in a straight line, from one area 
to another, from bed to bathroom, from 
bedroom to kitchen, and from kitchen 
to dining area. Specifically, this means 
minimizing the number of right-angle 
turns required in moving about within 
the unit, for each such turn represents 
an additional hazard to the older person. 

For instance, we take for granted the 
small entry hall with coat closet behind 
the entrance door. When the older per- 
son is temporarily or permanently in a 
wheelchair, this entry hall and coat closet 
arrangement presents an impossibility. 
It is important to the older person to 
have a place for coat and overshoes with 
ample room to put them on and off, a 
chair or bench to sit on, and a table or 
shelf to hold packages and purse. This 
applies with equal emphasis to the space 
outside the entry door where one must 
fumble for the door key. 

Over-all planning and size of rooms 
should be such that it is not necessary 
to place items of furniture in front of 
operating windows, or to move furniture 
about in the process of daily routine. 
We should also consider that the older 
person will probably have difficulty in 
reaching, in lifting, and in pulling. 
Activities and Functions 


In planning the living units, the follow- 
ing activities and functions should be 
kept in mind: 
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Living and Social Activity 


One to four persons might be expected 
to be present in this area. In the case of 
the couple, there is more likelihood of 
the higher number of visitors in the 
home. For the most part, visitors take 
part in conversation, play games, and 
have refreshments. A sofa or couch 
might be a welcome accommodation for 
the overnight guest, or might serve as a 
second bed when one occupant is ill. 
Cooking and Eating 

The number of persons to be accommo- 
dated at a table would probably range 
from one and four. For conservation of 
energy and assurance of use, the table 
should be close by, if not in, the kitchen. 
It should be almost close enough to take 
the pan from the stove without getting 
up. Even though the number of items 
on the menu may be small, eating does 
come to assume a major part in the daily 
life of the older person, and hence the 
table and chairs should be arranged in 
surroundings which are pleasant and re- 
laxing. When alone, many older persons 
like to improvise a luncheon tray in 
front of the television set. 

Only the occasional gourmet will 
spend much time in preparation of foods; 
the majority of older people will have 
many light snacks and lunches. Quanti- 
ties of food consumed are small. The 
diet is simple, but it requires the usual 
variety. ‘Thus the storage of food is im- 
portant, particularly in the case of re- 
frigerated or frozen storage. How to keep 
a loaf of bread fresh until it has been used 
up, how to save a half package of frozen 
vegetables for the next meal—these are 
items of concern. As a safety precaution, 
electric cooking units are preferable to 
gas. Sliding doors on cabinets, or no 
doors at all, are preferable to hinged 
doors. 


Personal Interests, Activities, 
and Hobbies 
There is a need in our planning for spe- 





cific consideration of personal interests, 
leisure time activities, hobbies, and time- 
occupiers. We have progressed far enough 
in our thinking to say: “Oh sure, Aunt 
Sadie should be permitted to bring along 
that rocking chair which she likes so 
well.” We help to find a place for it, 
but an examination of her “room” sug- 
gests that all we expect her to do is to 
rock. What of the many little interests 
and small-scale activities which she used 
to have? Those button collections which 
needed sorting again every month or so? 
Those funny collections of little china 
animals, all of which probably came from 
the dime store? Those boxes of old pho- 
tographs of people whom only she could 
recognize? The scrap books, and the 
boxes of clippings? Maybe these are not 
productive or useful in the sense of earn- 
ing an income, and maybe they will take 
up valuable storage space (space which, 
if it is going to do her any good, had 
better be readily available to her), but 
these are things which she treasures! And 
lowly as such activities may seem, sort- 
ing, straightening up, and rearranging 
are really top-notch occupations! Most 
of us spend a good deal of time doing 
just that sort of thing. 

And what of those activities which we 
more readily recognize in our society? 
Why not plan for some of them? 

Not all older persons like to read, but 
some do, and these will want shelf space 
for books and magazines. Not all older 
persons write or like to write, but some 
do, and these will want a writing desk 
or table. Not all older women want to 
use a sewing machine, but some do, and 
these will want space for a sewing ma- 
chine and a chair. Not all older persons 
enjoy raising house plants, but some do, 
and these will want to arrange the fur- 
niture so that they can have a table or 
shelf for plants near the windows. And 
if these activities are to be truly avail- 
able to the older person, they must be 
ready at hand in the living quarters, not 
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Fic. 1. Bathroom plan for maximum self-help. 


put away somewhere so that they need to 
be gotten out, or shoved over behind the 
bed when mealtime comes and the table 
is needed for eating. They need to be 
organized, to be set up in a spot in the 
room where neither spouse nor daily 
routine will shove them away. 

To provide for each and every even- 
tuality is obviously not practicable but, 
for the most part, the personal interests 
or activities are of such a scale as to 
require approximately no more space 
than that required by the usual writing 
desk and chair. Even in our “minimum” 
standards, it would seem not just desir- 
able, but necessary, that one such space 
allowance be made for each occupant. 


Sleeping and Dressing 


Since the sleeping area is also the area to 
be used in case of illness or convales- 
cence, the space around the bed should 
be sufficiently ample to permit minor 
nursing operations and use of a wheel- 
chair or walking aid. There should be 
enough space on three sides of the bed 
to ensure bed making with a minimum 
of reaching, leaning, and stretching. This 
means that there should be perhaps a 
space 3 feet wide at the two sides and at 
the foot of the bed. 

A table or chest and a light source are 


216 Genrtatrics, April 1957 





necessary at the head of the bed. It would 
also be desirable to have a telephone or 
other communicating device at the head 
of the bed, particularly as the infirmi- 
ties of the individual increase. A sturdy 
chair with arms should be near the closet- 
wardrobe and dressing area. Shades, 
draperies, or other darkening devices 
are required from time to time, if not 
daily. 

The simplest and most direct route 
from the bed to the water closet in the 
bathroom becomes important with vary- 
ing degrees of incontinency and increas- 
ing infirmity. Preferably this route would 
be arranged without a single right-angle 
turn. 


Bath-toilet 


The requirements for the bath-toilet 
room are perhaps the easiest to describe. 
They are also among the most necessary 
if the living unit is to continue to serve 
as an independent one in the greatest 
possible number of cases. One of the 
most important considerations is that 
the door be wide enough to accommo- 
date a wheelchair. I usually suggest a 
minimum width of 3 feet. The fixtures 
within the bathroom should be arranged 
and space provided within the room so 
that a typical wheelchair could be maneu- 
vered into suitable position for a person 
to transfer to the water closet, or into the 
tub, or to make use of the lavatory while 
seated in the wheelchair (figure 1). For a 
bathroom with the three basic fixtures, 
this means a room area of approximately 
56 square feet versus the more customary 
room area of 35 square feet. 

Most people, regardless of age, find 
some sort of grab rod or rail handy when 
getting in or out of the bath. Beyond 
this very normal requirement, I have lit- 
tle concern for special grab rails installed 
in living units. I would urge instead that 
(1) not only the standard grab rail, but 
all of the accessories be so installed as 
to be capable of withstanding a 300- 
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pound steady pull; and that (2) the wall 
construction and surfaces at the critical 
areas be such that special rails could be 
installed readily if and when they were 
required. 

These are but some of the kinds of 
requirements which are related to the ac- 
tivities and functions of the living unit 
for older persons. We might run through 
many others, such as that older persons 
need clothes closets too, and linen closets, 
and housekeeping impedimenta closets, 
and general storage closets. Or, in a 
slightly different vein, that older persons 
need increased intensity of artificial light 
to compensate for their failing eyesight— 
more light on the dinner table at night 
and more light in corners, in halls, and 
wherever they are not so sure of them- 
selves. (Better to walk in an upright posi- 
tion, if possible, than to grope along the 
wall clinging to the frequently prescribed 
rail!) Or, as another example, older peo- 
ple need to have available a slightly high- 
er temperature in their living unit, in- 
cluding provision for heating during the 
cool days of early and late summer. 

These and many other requirements 
come to mind once we begin to think of 
older people as individuals versus num- 
bers, of how individuals live, and of what 
individuals like, want, and can do. 


How Much Space? 


Just as in the housing of other age 
groups, there are some activities and 
functions which are common to most 
older persons. ‘These form a ready basis 
for determining space requirements. 

The furniture arrangements, shown in 
model in the accompanying photographs, 
suggest one possible approach in deter- 
mining how much space is needed in the 
individual, independent living unit. 

To start with, a bed with its bedside 
chest is provided with a 3-foot wide space 
at two sides and at the foot for ease of 
bed making, and to accommodate home 
nursing technics (figure 2). 
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When it becomes an important con- 
sideration for the older individual to be 
able to use a wheelchair, the 3-foot space 
on one side of the bed is increased to 4 
feet 7 inches, to permit the maneuvering 
and turning of the wheelchair, as shown 
in figure 3. 

Adding to this some of the more ob- 
vious functions, a chest of drawers in- 
creases the dimension in one direction 
by approximately 2 feet, and a writing 
desk and a couple of chairs for conversa- 
tion and visiting increase the dimension 
in the other direction by approximately 
3 feet (figure 4). 

When an additional bed is desired to 
permit bedroom occupancy by two per- 
sons, the second bed might be placed 
relatively close to the wall, but the clear 
circulation space around the first bed 
should be maintained (figure 5). This 
is based on the assumption, of course, 
that only one of the occupants would re- 
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quire home nursing and that the second 
bed could be angled out into the space 
for bed making. 

To project the needs as provided for 
in figure 4 still further, a table and two 
chairs give a place for eating and for 
cribbage (figure 6), or, with some rear- 
rangement of furnishings, a friendly 
bridge game is possible within the room 
(figure 7). 

A living unit is obviously more than 
these model furniture arrangements in- 
dicate. Only some of the more frequent 
activities and functions of daily living 
have been mentioned. Aside from the de- 
termination of how much space is re- 
quired for individual activities and inter- 
ests, there are the necessary clothes closets 
and storage facilities, baths and toilets, 
and kitchens or kitchenets. There are the 
apartments and homes of one, two, three, 
and four rooms and the particular ac- 
tivities and functions which are to be ac- 
commodated in each of these rooms. And 
there are the problems which pertain to 
the arranging and ordering of all of these 
into a composite, livable unit—a unit in 
which the swing of a door does not 
render much of the space useless, and 
in which windows are located and sized 
so as to give light and fresh air appropri- 





ate to the activity and occupancy (figure 
8). 

We need to think of space, not so 
much in terms of arbitrary, legislative 
limits of dollars and cents, or of square 
feet per person, as in terms of individ- 
ual needs. 

For the planning of new living units 
for older people or for the evaluation of 
those which are now existing, we need 
to consider and reconsider the activities 
and functions which the unit will be 
called upon to accommodate. We need 
to project into this thinking the chang- 
ing needs of the older person and the an- 
ticipation of what is to come, so that the 
environment of the home may be ma- 
nipulated or reordered, when necessary, 
to enable the older person to continue to 
live independently. And over and _ be- 
yond the consideration of the immediate 
physical needs of the older individual, 
we need to think of the truly construc- 
tive contributions which living inde- 
pendently at home might make toward 
achieving a fuller, richer life in the later 
years. 





Model of room in figure 8 by FRANK BRUST and 
WILLIAM ROVA: A Community Approach in Be- 
half of Older Adults. 
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SYMPOSIUM: Environmental Needs of the Aging 


For some older people, 


The environment of group living 


WALTER K. VIVRETT 


MINNEAPOLIS, MINNESOTA 


® We tend to think of older people se- 
lecting the environment of group living 
as a solution to problems of declining 
mental and physical health. ‘To some 
extent, this is true and may continue to 
be true. A closer look will point up other 
reasons: 


1. A deteriorating social status. The loss of 
spouse, the death of contemporaries, children 
growing up and leaving home, and the individ- 
ual’s own incapability of maintaining social 
status—all these may be reasons for choosing a 
group-living situation. Here the older person 
may have the opportunity for new social contacts 
and companionship at will. 

2. A declining economic status. The large 
home with its mounting costs of maintenance 
and repair is all too soon beyond the older per- 
son’s means. Few older persons find that the 
social security and pension and retirement pro- 
grams enable them to live out their lives in the 
manner to which they have been accustomed. 
For many, the financial problem is further aggra- 
vated by mounting medical expenditures. Even 
though pensions may prevent total indigency, 
neither these nor insurance programs are usually 
sufficient to meet the costs of prolonged illness 
and disability. In group living, the elderly person 
may find a less expensive way of living; he may 
gain the assurance of a place to live out his 
lifetime. 

3. Desire to continue a previous way of life. 
The tycoon who presses the buzzer for whatever 
he wants, or the matron who devotes endless 
hours to her favorite charity may find retired life 
alone in a one-room efficiency somewhat short of 
desirable. The travelling salesman may prefer 
continued residence in a hotel to living in a 
self-service cottage in southern California. 


Any one of these reasons, as well as 
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In our zeal to maintain independence 
and individuality, the group setting 
and the institution are frequently 
written off as last resorts. There are, 
however, potentials as well as prob- 
lems in the environment of group 
living. Recent experiences and know!l- 
edge suggest that a variety of group 
settings are desirable for and appro- 
priate to the needs of these old peo- 
ple who are not able to live inde- 


pendently. 


any one of a number of related impon- 
derables, might lead an older person to 
seek the environment of group living. 

But what of society? Society has come 
to think of, and to assume the responsi- 
bility for, the needs of the population as 
a whole; it has sought effective technics 
of meeting those needs. Society values the 
group setting for two very practicable 
reasons: 

1. The range of desirable and requisite services. 
Ever since World War II, every profession and 
every area of endeavor has been made aware of 
the critical needs in the areas of trained per- 
sonnel. And as specialization has increased, so 
has the need for trained personnel. Older people 
do need many of the types of specialized care 
and service, but how many of them can afford 
to have in attendance the physician, the psychia- 
trist, the physical therapist, the occupational 
therapist, the social worker and the recreational 
director, as well as a maid, a nurse, and a 
laundress? Or more to the point, how can society 
provide the desirable range of professional and 
technical services where the need does exist? 
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2. The special needs of some older people. 
Some types of need among some older people 
can be met only in the group setting, using the 
technics of group work. When one considers the 
case of the surviving spouse with an ever-narrow- 
ing circle of friends and acquaintances, or the 
case of the older person whose declining social 
status has brought on a deteriorating mental 
health status, some of the potentials of the group 
setting become apparent. 

Workers in the several major areas of 
service to the aging find again and again 
a demand for the group setting—either 
in some form of congregate housing, 
or in the clinic or the center—where 
older people may be brought into inter- 
action with their contemporaries and 
with other age groups. Through group 
technics, some very practicable and real- 
istic approaches to solving the problems 
of older people are possible. There, the 
whole services team—physician, psychia- 
trist, social worker, physical and occupa- 
tional therapists, recreational worker, 
nurse, and orderly—can be brought to 
bear upon the problem. Through proper 
manipulation of the environment of the 
group setting, many older persons may 
be shown how to work out new lives for 
themselves, and the services team may 
find a way to reweave the older person 
into the fabric of community life, de- 
spite the ravages frequently concomitant 
with age. On occasion, this may mean 
the permanent acceptance of group liv- 
ing, but, on other occasions, it may mean 
restoration to independent living. 


How Many Kinds of Group Settings? 


Just the other day, a fine old gentleman, 
in speaking about an institution with 
which he is connected, said to me: 
“(Now) we must separate the normal 
from the subnormal old people and we 
must keep the normal ones from being 
exposed to the subnormal—you know, 
those who are chronics and seniles.” I 
know that he didn’t mean it quite that 
way and yet that is precisely the thought 
which one hears expressed so often in 


discussions about older people. I think 
that it is important that we think, talk, 
and plan for people in terms of their 
specific needs, the whole variety of those 
needs, and the changing nature of those 
needs. Growth and aging are dynamic 
processes. I may be “subnormal’’ by my 
friend’s definition today, but “normal” 
tomorrow. I may be in less health today, 
but in more health tomorrow. I may 
want and need solitude and contempla- 
tion today, but companionship tomor- 
row. What is “normal” for me, may be 
“subnormal” for you. Not just older 
people, but all people differ and their 
needs differ. Nowhere is this more true 
than in the case of environmental need. 

In recent years, it has become the 
fashion in conferences and symposia on 
aging to spend a good portion of the 
first hours belaboring the point that 
chronologic age is not an absolute basis 
for measurement of development, 
growth, and aging. These discussions do 
serve to break down some of the unfortu- 
nate barriers of attitude. What is alarm- 
ing, though, is that many of these same 
people seek to set up other bases of ab- 
solute measurement—physiologic or psy- 
chologic, economic or social—for draw- 
ing a clean sharp line to divide middle 
age from old age, able-bodied from sick, 
“normal” from “subnormal.” What is 
more alarming is the fact that they re- 
gard this as a permanent change of status. 

Fortunately, older people have their 
ups as well as their downs. Some older 
people are restored, if not to full health, 
at least to partial health. It is to our 
credit that we endeavor to gear our 
human services today to treat all indi- 
viduals regardless of age, to restore them 
to the greatest possible degree of health, 
and to return them to the most normal 
living status possible. For many older 
persons, this may mean living independ- 
ently; for many others, it may mean 
being dependent upon a spouse, relative, 
friend, housekeeper, or visiting nurse; for 
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some, it may mean living in some form 
of congregate housing. 

Some older persons need one type of 
group setting, while some others, in al- 
most precisely the same state of health, 
require a totally different type of setting. 
The environmental needs of tomorrow 
are not necessarily the same as the needs 
of today. Nor does it follow that these 
changing needs imply increasing amounts 
of care or supervision. 

We need a variety of housing and 
living situations to meet the changing 
needs of the aging. We need small 
homes and apartments. We need du- 
plexes in which one of the living units 
accommodates the two younger genera- 
tions, and the other dwelling unit ac- 
commodates the third or older genera- 
tion. We need group housing, not neces- 
sarily on a nonprofit or a subsidized basis, 
which will provide an independent liv- 
ing situation, sponsored and supervised 
only in the sense of ownership and re- 
sponsibility for the continued quality of 
environment and reasonable rent. We 
need group housing which, through its 
own or existing community facilities, 
can, and will, make available the range 
of services requisite for the fullest life in 
the later years. We need group housing 
which will provide partial and varying 
degrees of nursing care and medical treat- 
ment. And we need group housing which 
will provide full and intensive nursing 
care and medical treatment. 

A sponsor or a charitable organization 
might endeavor to provide several need- 
ed types of group housing, or, it might 
tackle the job of providing only one type 
of housing. In nearly every community, 
there is a tremendous job to be done in 
constructing new facilities, in remodel- 
ing the old, and in changing administra- 
tive and operational technics of existing 
facilities. This is one show where there 
is a part for everyone. What is important 
is that the resulting facility and its serv- 
ices be geared to meet the needs of the 
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community and that it be suitably woven 
into the fabric of community life and 
spirit. 

If we plan for the dwelling for inde- 
pendent living and supplement that only 
with the nursing home and the _hos- 
pital, we leave unmet a wide gap in the 
need. We must not place the older per- 
son in a permanent category for he will 
change, first in one direction, then in 
another. As the status of the individual 
varies, so does his need in housing. It 
seems to me that, in planning group 
housing for older people, there are two 
categories of environment: (1) that which 
provides for the more independent pat- 
tern of living, and (2) that which pro- 
vides for the more dependent pattern of 
living, i.e., dependent upon others for 
social contacts and services, and perhaps 
for some economic support. 

The thing which appeals to me about 
this establishment of categories by ex- 
tremes is that one doesn’t know where 
one begins and the other leaves off. And 
this is just as it should be in the case of 
older people. We should be describing 
the need in terms of the intensity of 
need, rather than quibbling whether the 
need has crossed an indefinable and non- 
existent barrier separating “normal” 
from “subnormal.” Is the need more in- 
dependent, or more dependent in nature? 


Group Housing for the More 
Independent Pattern of Living 


If we take a look at the group housing 
which has as its over-all objective the 
more independent pattern of living, the 
individual dwelling unit is closely akin 
to, and nearly the same as, the living 
unit for independent living described in 
the preceding paper of this symposium. 
It has a similar, over-all objective of pro- 
viding the most independent pattern of 
living practicable for the individual. 
What is different is that the living units 
are grouped, physically and/or adminis- 
tratively. For instance, a physical group- 
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ing on one site of 8, 10, or 20 living 
units would compose a project. An ad- 
ministrative grouping of living units— 
apartments or houses, not necessarily ad- 
jacent or adjoining to each other—might 
have for its objectives the continuity of 
quality of environment, continuity of an 
economic rent, and the assurance of the 
availability of certain basic services, some 
personal and some technical. Physical 
grouping would probably also involve 
an administrative grouping, but the ad- 
ministrative grouping would not neces- 
sarily involve a physical grouping. 

To be more specific, what would be 
the desirable characteristics of the en- 
vironment? 

1. Individuality and independence of living. 
This is the same requisite as that characteristic 
of the completely independent unit. The same 
basic clues are applicable in planning the living 
unit, in establishing the size of the unit, and in 
selecting furnishings and facilities. Here the 
problem of individuality assumes greater impor- 
tance because the group effort may easily tend to 
become stereotyped. 


2. A means of communication. The thread of 
communication establishes the basic characteris- 
tic of the administrative arrangement of group 
housing. The telephone, or other communicating 
device, makes it possible for the resident to reach 
the sponsor, either for an emergency, or for such 








routine matters as having the screen door fixed, 
the plumbing repaired, or the garbage collected. 
The step beyond the telephone in this arrange- 
ment is the office of the sponsor, perhaps more 
readily characterized as the associated, or cooper- 
ative rental agency. Here the older person may 
go for help with a particular problem, or to see 
to the accomplishment of the mechanics of daily 
living. 

3. A focus of community life. Just as the gen- 
eral store with its pot-bellied stove was yesterday’s 
focus of social contact and interchange of ideas, 
so today the sponsor’s office may introduce an- 
other link in the chain of facilities necessary to 
meet the needs of the older person—a focus for 
contact—cultural, recreational, and social. Our 
community day centers, our recreational and 
hobby centers, our day care centers attempt to 
meet such a need. 


Some group-housing efforts may be 
able to rely upon existing community fa- 
cilities; other group efforts may find it 
necessary to establish specialized facilities 
to meet their particular needs. What is 
important is that the need be recognized, 
that it be met in its proper perspective 
to the total effort, and that it be suitable 
to the uses of older persons as human 
beings, in some cases with very special 
problems. 

This is no plea for overly elaborate, or 
excessively spacious, social and _ recrea- 
tional facilities. Some of our less admir- 








The “motel-type,” row-house unit is one type of structure which provides independence and 
individuality for the residents. At the same time, it enables management to provide a helping 
hand when necessary. 


GERIATRICS, April 1957 223 











Floor plan, three-dimensional 
model, and perspective draw- 
ing of a one-bedroom living 
unit. 






































A continuous porch shelter gives 
access to a generous living space, 
and cooking-dining space (with nat- 
ural light source overhead) provides 
connection to sleeping and bath 
space. Sliding screen wall permits 
privacy for sleeping or, when de- 
sired, an informal, open arrange- 
ment of spaces adds to the ease of 
housekeeping. 
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A grouping of living units can be arranged so as to face inward around a court to provide recrea- 
tional and social activity space out-of-doors and, incidentally, to increase opportunities for contact. 


able and less successful efforts have gone 
into building tremendous lounges in in- 
stitutions—lounges which will seat 50 to 
100 people in handsome (and expensive) 
chairs and sofas, but where it is impos- 
sible for three or four persons to visit 
with the dignity which should be ac- 
corded adult individuals. It is advan- 
tageous to be able to get a large group 
together on occasion, but how often is 
this so when compared to the other needs 
of individuals for the total number of 
waking hours out of the twenty-four? 


Group Housing for the More 

Dependent Pattern of Living 
With the gradual and indefinable shift 
in environmental need from the more 
independent to the more dependent pat- 
tern of living, group housing approaches 
more and more the institution as we 
acknowledge its function today. (And 
here a word of caution: I’m not talking 
about any one type of institution by 
name such as the nursing home, or the 
old age home. I’m talking about the in- 
stitution in its broadest sense, including 
possible new types of institutions yet to 
be named). 





There are several desirable characteris- 
tics of the environment for the more de- 
pendent pattern of living: 

1. Individuality, dignity, and privacy. In plan- 
ning the environment initially, and in manipu- 
lating and reordering it as the changing needs 
demand, we must endeavor to provide a place in 
which the older person may live as an individual 
—in dignity and in privacy. We must provide a 
place where he can move and have his being, 
where he may act the part to which has been 
accustomed, where he may perform the personal 
chores, pleasures, and routines which he formerly 
did, and where he may enjoy the likes and ex- 
periences of yesterday—yes, and the creative ex- 
periences too. 

Older people like to “dream dreams,” 
but growing old doesn’t make them less 
susceptible to nightmares. Nor can we 
pass off the act of lonely idleness as 
“dreaming dreams.” The energy and the 
desire to do things may lessen, but it 
must not be permitted to fade away 
entirely. 

The individual quarters must have a 
relaxed spaciousness which is not too 
likely to be found in the 100- or 125- 
square-foot dormitory cubicle. Or worse, 
the bed space of 35 to 50 square feet in 
the nursing home. The war worker of the 
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40’s, or the younger worker of today, 
with only a few waking hours to spend 
in the cubicle may find the so-called 
“minimums” passable, but translate this 
into terms of twenty-four hours out of 
twenty-four. A farmer legislator, stop- 
ping to ponder certain “minimums” in 
a nursing-home law, exclaimed: “Thirty- 
five feet? Why that’s what we allow back 
home for the hens in the henhouse!”’ 

There are also aspects of environment 
which relate to color, texture, and form, 
—and to light and heat. Unfortunately, 
most of the institutional environments 
which we have provided are of one of 
two types: 

First, the environment which is ar- 
ranged by the clubwoman in which over 
eagerness and excessive effort, backed 
by a firm “resident must not alter” regu- 
lation from the superintendent, stymies 
any effort at individual expression, or 
any provision for an environment con- 
ducive to morale and well being. 

Or second, the institutional environ- 
ment in which technics of decor, fur- 
nishings, and equipment are borrowed 
from yesterday’s hospital and fixed in 
identical monotony from room to room. 





In the interests of a presentable appear- 
ance from the outside, shades and cur- 
tains must be kept in an established posi- 
tion and drawn only when indicated by 
the clock. 

Why is it assumed that the “home” 
superintendent can or should counsel 
the new resident regarding decoration 
and furnishing of his living unit? Let’s 
have a decorator counsel with the new- 
comer as to his living quarters. Let’s not 
just hand out a check list of what may or 
may not be brought to the home. A little 
sage and sympathetic counsel from a dec- 
orator may bridge the gap created when 
the older person is forced to move from 
an independent environment to the more 
dependent one of the institution. The 
cost of several hours of the decorator’s 
time would more than justify itself in 
terms of added enjoyment, not to men- 
tion the saving of staff time now spent in 
listening to complaints. 

The environment must be suitable to 
the functions and activities of daily liv- 
ing and appropriate to the person’s 
hobbies and interests. It is called upon 
to do just about everything which the 
independent environment must do and 


No iron picket fence, no high hedge separates these living units from the other residences of the 
neighborhood. Instead each group of units is disposed so as to foster increased individual and 


community relationships. 
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In this group living project, one- and two-bedroom apartment units are arranged around a series 
of courts of varying size. Approximately one-third of the units are provided with enclosed, 
sheltered connection to community and day care center pictured below. (Four-story unit provides 
intensive nursing and personal care when required.) 
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more; it must take into account the spe- 
cial problems which necessitate the use 
of the group setting. 

The environment must provide a place 
to think, to see, to feel, to hear, and even 
to smell. In how many bathrooms of 
older people have you encountered what 
was casually referred to as the odor of 
age? Odor not even disguised by the 
benefits of modern chemistry? Or have 
you encountered, in a more special but 
frequent case, a passive acceptance of 
the odors related to incontinency? A re- 
quirement, not just a recommendation, 
should be the provision of a positive, 
mechanical exhaust in the toilet room. 

We carefully define the reason for 
being of the nursing home and the geri- 
atric unit of the mental hospital in terms 
of requisite care, treatment, and custody. 
Would it not be better to seek the widest 
possible latitude and tolerance in the 
environment in which the individual 
must live? What can be the reason for 
adding years to existence where the in- 








In the perspective drawing shown below, the 
long, two-story portion of the building houses a 
day center and day care center. The two squarish 
towers contain hotel-apartment type units (12 
units per floor), which are arranged around 
recreational and social activity lounges. When 
need may dictate, the management may provide 
nursing and personal care service to the residents 
in the hotel-apartment units. 
































228 Geriatrics, April 1957 








the 


ses a 
arish 
; (12 
nund 
Vhen 
wide 
lents 











dividual must be regarded as a mere 
organism or vegetable? 


2. Fulfillment for the social being. This same 
environment which provides for maximum in- 
dividuality and privacy must also provide for 
and encourage a social existence. 


The older person must be encouraged 
to continue his former contacts. When 
this is no longer possible, opportunities 
must be provided to make new contacts. 
Preferably, this environment would en- 
courage the two-way, interdependent re- 
lationship between the older person and 
his friends. In the more independent 
group setting, the older person can be 
given the privilege of independence of 
action. He may come and go between his 
home and the community. His friends 
can visit him. 

In the more dependent group setting, 
this goal of independence of action may 
be more difficult to attain; and in the 
setting which also provides custody and 
control, the challenge assumes an even 
greater import: how to gain the social 
values of the group setting in the most 
natural pattern possible? This assumes 
more and more importance as the re- 
sources and abilities of the individual 
decline. 

Desirably, the older person would con- 
tinue to use his living unit for social 
contact, for the occasional guest who 
comes for a chat, a cup of coffee, a card 
game, or to share a television program. 
Within the individual living quarters as 
many of these natural, everyday activities 
and functions should be provided for as 
possible. Every effort should be made to 
provide maximum privacy and _ inde- 
pendence in coming and going. For in- 
stance, why not addresses with the street 
name and number rather than the self- 
conscious ‘‘sunset havens” or “retirement 


homes’? The more nearly the front walk 
and the entrance door can give access to 
individual living quarters, the more free 
and comfortable the old person and his 








visitors will feel in coming and going 
from the house. The present popularity 
of the motel-type structure among re- 
tirees represents more than just a passing 
fancy. 

The responsibilities of the group set- 
ting should take up where individual 
resourcefulness is forced to leave off. The 
services of the group setting should be 
used to augment, to supplement, but 
never to supplant. One of the basic re- 
sponsibilities is to devise technics of 
arranging the environment for the older 
person in such a way that he continues 
as an integral part of the fabric of com- 
munity life. 

3. Maximum utilization of today’s therapies. 
If we consider the therapies broadly—physical, 
occupational, and the social—and their construc- 
tive as well as their remedial potentials, we find 
the greatest challenge in environmental plan- 
ning. This concerns not only the individual 
for whom the environment is intended, but the 
entire staff who may be called upon to render 
service. 

It seems to me that there are two basic 
questions to be considered in planning 
the physical environment and the human 
services which are to be available in it: 

First, how can the environment for 
group living encourage and induce the 
older person himself to carry out the 
therapeutic activities which will help 
him in constructing a new life, as well as 
in remedying some of those conditions 
and the problems which he now faces? 
For some older people, new patterns 
of activity must be introduced. When 
older patterns fall short, or when they 
are not suitable to the needs of the 
individual, they must be replaced with 
new patterns. When there is loss of mo- 
bility or endurance at active pursuits, 
new activities must be introduced. 

Second, how can the environment of 
group living also provide for the active 
participation of the therapies, the treat- 
ment, and the care when required? How 
can the environment make possible the 
most economic and effective utilization 
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of these human services and, at the same 
time, provide an environment for living 
which will be uncluttered by an exces- 
sive consciousness of the administrative 
and operational effort? Here, as perhaps 
in few other areas of institutional en- 
deavor, there is need for teamwork from 
start to finish. 


The Challenge 


This paper and others of the symposium 
present but a few of the questions related 
to the older person, to his environmental 
needs, and to the changing nature of 
those needs. They suggest that we now 
have at hand a broad background of ex- 
periences, knowledges, and _ skills. Un- 
fortunately, this breadth of background 
is seldom reflected in our communities— 
either in the environment of the inde- 
pendent home, or in the environment of 
the group or the congregate living situa- 
tion. 

Here and there we do find courageous 
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pieces of planning—sometimes medical, 
sometimes social, sometimes physical. 
We need to find ways of ferreting 
out the still unsolved problems in our 
communities, of reappraising the facil- 
ities, and of discovering the untapped 
resources and potentials. We need to find 
ways of integrating the many specialized 
areas of planning into community plan- 
ning in its broadest sense—in terms of 
both facilities and services. 

The challenge before us today is 
whether the many of us, working in the 
several areas of specialized endeavor can 
find a way to create a total environment 
in which not just the older person of 
today, but we, the older persons of to- 
morrow, may have both the courage and 
the desire to live. 





Illustrations on pages 223 through 228 by Doug- 
las Baird, Donald Benson, and Donald Hanson; 
those on page 228 by Patrick McGuire, James 
Shoberg, and Russell Zink: A Community Ap 
proach in Behalf of Older Adults, University of 
Minnesota... 
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SYMPOSIUM: Environmental Needs of the Aging 


After discharge from the hospital, 


How do older people get along at home? 


ELLEN WARREN 
MINNEAPOLIS, MINNESOTA 


# When an older person has been re- 
stored to the greatest possible degree of 
health in the hospital and has returned 
to his home, how does he find his home? 
What sort of a home is it? How adapta- 
ble is it to his new needs? How adaptable 
if his needs are those of the cardiac or 
the arthritic patient, or those of the par- 
tially disabled? Does it permit the maxi- 
mum of independence and self-care 
which we believe possible, and which we 
would like to ensure? Of how much value 
have been the hospital efforts of the occu- 
pational and physical therapist in train- 
ing the patient? How might these therapy 
efforts contribute further, now that he 
has returned home? 

These and many other questions about 
the home environment prompted an ex- 
ploratory study of what happens when 
older people return to their homes fol- 
lowing hospitalization. Initiated in 1955 
as a part of a much larger research 
planning study of housing and care fa- 
cilities for the aging, this investigation 
consisted of patient interviews at the 
hospital prior to discharge, interviews 
and visits to the patients’ homes subse- 
quent to discharge, and evaluation of the 
findings. The field staff consisted of two 
research fellows—one in architecture, and 
the other in occupational therapy. Ob- 





ELLEN WARREN is an occupational therapist and 
research fellow at the University of Minnesota. 


The homes of some older patients can 
be slightly adjusted or remodeled so 
that these persons are enabled to lead 
happy, normal lives within their own 
capabilities. Case histories are pre- 
sented of a number of patients who 
were returned to their home follow- 
ing discharge from the hospital. It ts 
suggested that, from social and eco- 
nomic viewpoints, there are suitable 
courses of action which might be 
taken to enable even more older pa- 
tients to return to an independent, or 
semi-independent way of living. 


jectives of the study were: (1) to deter- 
mine the adaptability of the home to 
the needs of the individual, (2) to deter- 
mine the extent to which the home en- 
couraged and permitted self-help and 
self-care, and (3) to explore the poten- 
tials of such an approach in leading to 
an understanding of the needs, a state- 
ment of the problem, and, finally, prac- 
ticable and realistic solutions. 


The Study Sample 
From an initial group of 20 patient con- 
tacts in local private and public hospi- 
tals, the staff selected 12 older patients, 
primarily on the basis of category of dis- 
ability or illness which roughly corre- 
sponded to those generally observed 
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among older people, as shown in the ac- 
companying table. 


SELECTION OF PATIENTS 





Number of 
patients 


Category of illness 
or disability* 
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*As might have been expected, many of these had com- 
plicating combinations such as: cardiac disease and old 
hip fracture; cardiac disease and bronchiectasis; arthritis 
and hypertension; fracture, loss of hearing, and failing 
eyesight; urologic disease, double amputation, and fail- 
ing eyesight. 


Of the 8 rejected contacts, 4 were un- 
willing to cooperate, 1 died of cardiovas- 
cular accident and pneumonia prior to 
discharge, and 3 were transferred out of 
the state. 

Two of the patients had sufficient in- 
surance to meet their medical care and 
hospitalization costs, | had more than 
ample private funds, | had an unpaid 
hospital bill, and 8 were receiving pub- 
lic financial assistance for care and hos- 
pitalization. Of these 8 recipients, 4 had 
not received public aid prior to present 
hospitalization. 

All 12 patients resided in the Minne- 
apolis-St. Paul metropolitan area. Six of 
the patients lived with spouse; 4, with 
other relatives; 1, with her common-law 
husband; and 1, in a boarding home. 
Two patients had not returned to their 
earlier place of residence, but had sought 
quarters which would permit living on a 
single floor. The other 10 had been liv- 
ing in a one-story home prior to hos- 
pitalization. One individual was living 
in an obviously substandard home, but 
the others lived in homes of fair to good 
condition. 

Seven patients owned the homes in 
which they lived. Most of the shortcom- 
ings in housing were recognized by the 
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individuals themselves; however, these 
had not been corrected, chiefly for lack 
of funds. 

None of the patients was fully capable 
of independent living by the fifth or 
sixth week at home. Six persons relied 
upon spouse or relative for aid in such 
personal activities as grooming, dressing, 
bathing, and toilet. Three patients were 
totally dependent insofar as housekeep- 
ing tasks were concerned; 8 were partial- 
ly dependent upon spouse or relatives. 
In some instances, those who were de- 
pendent upon others for performance of 
personal or household tasks could have 
accomplished some of these tasks if short- 
comings in the housing had been cor- 
rected. The adequacy of the home and 
the ability for individual self-care seemed 
to be conditioned largely by the con- 
venience and suitability of the dwelling 
unit, rather than by the occupant’s eco- 
nomic status, the state of repair of the 
home, or its geographic location. 

While this picture did not appear too 
encouraging at the end of the six-month 
study period, it should be remembered 
that an older person requires prolonged 
convalescence and recuperation as well 
as more time to accustom himself to and 
rise above new disabilities or limitations. 


Case Studies 


A review of several of the case studies of 
these older patients will suggest some of 
the typical conditions observed, the areas 
of critical concern, and some of the types 
of adjustments which were made: 


CASE | 


Mrs. A. is a 63-year-old patient with a 
heart condition and a poorly-healed left 
hip. Her home, located in a semirural 
area, is adequate. 


History 


Mrs. A. is a tall, large-boned, and fairly obese 
individual. Her right arm is partially lame at the 
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shoulder and upper arm. Her temperament is 
quiet and often depressed. 

In 1953, an automobile accident resulted in a 
comminuted fracture of the left hip and the 
patient was hospitalized for seven months. Dur- 
ing that time, routine examination showed hy- 
pertension. Activity is still limited by the poorly- 
healed hip. Onset of her present heart condition 
occurred in June 1955, when an electrocardio- 
gram showed myocardial infarct. She was hos- 
pitalized in October 1955 because of acute chok- 
ing sensations in the chest and perspiration with 
cold and clammy feelings; there was no pain. 
She had a goiter excised prior to her marriage 
thirty-two years ago. 

She taught rural school for approximately ten 
years. She is now living with her husband and 
has two adult children, one of whom lives near 
their present home. Before the automobile acci- 
dent, she and her husband lived on a farm. 
During her hospital stay in 1953, her husband 
sold the farm and moved to the present dwelling. 
He works in a feed mill within easy walking dis- 
tance of the home, and he comes home every 
day for lunch and sometimes for a short time 
during the afternoon. 

Routine treatment was given for hip fracture. 
The patient was discharged after first hospitali- 
zation on limited activity because of slow heal- 
ing of the hip. Even now, she frequently uses a 
cane. Routine heart treatment was used in June 
1955, and the patient was discharged on _ re- 
stricted activity and asked to follow a low-salt 
and low-calorie diet. After the October 1955 hos- 
pitalization, she was discharged to her home 
and urged to follow her diet rigidly to lose 
weight. This she attempts to do, even though 
she prepares other foods for her hard-working 
husband. She does not find it easy, for as a for- 
mer farm woman, she is accustomed to a rich, 
varied, and heavier diet. However, she has ap- 
proached the problem with determination and 
intelligence and is now maintaining a_ fairly 
even weight. 


Housing and Living Conditions 


The present dwelling of this couple is a 
solidly-constructed, two-story house about 
50 years old, plainly furnished, and with 
linoleum-covered floors. They use only 
the lower floor. The entrance is through 
an enclosed, unheated front porch with 
one outside step and one step up from 
porch to living room. The bathroom is 
off the living room. There is a raised 
threshold at the door leading from the 
kitchen to the living room which proved 
to be a difficult hazard when Mrs. A. 
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was in the wheelchair. It was necessary 
to build a ramp over it so that she could, 
with great effort, pass from room to 
room. The kitchen does not have ade- 
quate cupboard space, but does have an 
eating table. The bedroom, which is off 
the kitchen, is rather small. The travel- 
way from bedroom to bath is through 
the kitchen and living room. The rear 
exit from the house is from the kitchen 
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down three poorly-constructed, narrow, 
slanting cement steps with no overhead 
protection. The house is heated by a 
large space heater in the living room. 
Mrs. A. has had the narrow, double 
south window in the main room lined 
with shelves to hold her many plants, 
especially African violets. She goes out 
of doors by the front exit approximately 
once a week. She prefers to use the front 
steps because the back steps are poorly 
constructed. She rarely goes out in the 
winter except in the automobile with 
her husband. This couple is adjusting 
to the house rather than remodeling the 
house to suit their present needs, as they 
are financially unable to do otherwise. 


Recommendations 


It was recommended to this couple that 
they rearrange the kitchen facilities with 
special attention to the height of work- 
ing surfaces and construction of adequate 
cupboards; that, for a nominal fee, the 
heating could be piped to provide cen- 
tral heating; that a new opening be made 
into the bathroom from the bedroom, 
since the existing relationship was very 
poor; and that safety aids, such as a 
couple of strong grab bars, be placed in 
the bathroom at the tub. This would en- 
able the patient to take tub baths instead 
of the sponge baths she now takes. 
During one visit, Mrs. A. was encour- 
aged to renew her crocheting skill in or- 
der to contribute to her church’s com- 
ing bazaar (and, incidentally, to build up 
an interest outside the home). This cou- 
ple has made some readjustment to their 
physical surroundings by moving from 
the farm but they are accepting the limi- 
tations of their new dwelling. 


CASE 2 


Mrs. B., now 62, has regressed since her 
cardiovascular accident. Her home is ade- 
quate, but has no health standards. 


History 


Mrs. B. had a cerebrovascular accident in Octo- 
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ber 1952, with resulting left hemiplegia. Pre- 
viously, the patient had complained of abdomi- 
nal pain; in June 1955, bladder and kidney sur- 
gery was performed. The patient was checked 
further in the gynecology clinic and discharged. 
In the neurology clinic, she was found to have 
left hemiparesis, which extended to the face. 
There was spasticity in the left lower extremi- 
ties, and especially in the finger flexors, and a de- 
fective left foot placement. Her speech needed 
evaluation. 

The patient appeared to be moderately obese, 
somewhat lethargic, and well-oriented to time, 
place, and person. She had weighed 256 pounds 
before her cerebrovascular accident. Psychologic 
testing showed a verbal I.Q. of 84. Bizarre and 
inconsistent responses indicated a moderate de- 
gree of brain damage in perceptual and con- 
ceptual fields. Her stroke took its greatest toll in 
personality, leaving limited desire for improve- 
ment. 

The patient was formerly employed as a cook 
and had also had roomers and boarders. She had 
been married, but her husband, a railroad work- 
er, had been dead thirty years. Her one child, 
a son, had been killed in a fight at the age of 
34. Mrs. B. has always been extremely saving; 
all her clothing and house furnishings were ob- 
tained from the Salvation Army wr the Mission. 
At present, she is cared for by Mr. Y., a 71-year- 
old retired railroad man who receives a pension 
and Social Security allotment. The standard of 
living and hygiene is low. 

Treatment was routine for cerebrovascular ac- 
cident and for surgery. She was referred from 
the neurology clinic to physical medicine, where 
a long rehabilitation program was plotted to 
enable her to walk with a cane and short left- 
leg brace. She made no great progress, expressed 
a dislike for the brace, and remained depressed 
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In Mrs. B.’s bathroom the wheelchair will not 
pass the lavatory. 


and reluctant to help herself. She was trans- 
ferred to a treatment center for further training, 
later returned to the hospital, and then was dis- 
charged to her own home. 

The public health nurse calls on this patient 
once each week and reports that she can feed 
herself if food is prepared, needs help in getting 
in and out of bed, and is able to brush her teeth 
and comb her hair. The nurse also reports that 
the home is in deplorable condition because of 
lack of cleanliness in household routines. The 
supervisor for visiting nurses reported that her 
field staff are all reluctant to call on Mrs. B., not 
only because of filth, but because of her attitude 
and overly religious conversations. 

The patient definitely lacks motivation to be 
independent. The staff predicts retrogression 
from ambulation to wheelchair existence and 
the strong possibility that the patient may de- 
cide to remain bed-ridden. 


Housing and Living Conditions 

Mrs. B.’s housing is basically above aver- 
age. It is a single family unit with wood 
frame, is approximately 15 to 20 years 
old, and is located in a fringe area. In 
1954, automatic gas heating and an auto- 
matic hot-water unit heater were install- 


ed. ‘The interior is well lighted by win- 
dows, but presents a somewhat dingy ap- 
pearance because of the need for decorat- 
ing. The house plan includes a living- 
dining room combination, kitchen, bath, 
and one bedroom occupied by Mrs. B. 
Mr. Y. sleeps on the couch in the living 
room. Closet space is limited, but there 
is a full basement and attic area. 

Some adjustments have been made be- 
cause of her disability. A reading light, 
TV set, bedside table, and a call bell 
have been well arranged in the bedroom. 
The furniture has been cleared in the 
living room so the patient can move ' 
about in her wheelchair. Entry into the Y 
kitchen, however, is barred by poor place- 
ment of the facilities which are in a di- 
lapidated state. 
























































Recommendations 


After several interviews it was observed 

that, although suggestions or recommen- 

dations were received by the patient and ! 
her companion, there would be no fol- 
low-through. We recommended that a 
grab bar be installed in the bathroom 
at the water closet, circulation into the 
kitchen corrected, house cleared of non- 
essentials, trapeze installed over bed to 
enable the patient to transfer to her 
wheelchair independently, and that more 
adequate housekeeping services be en- 
listed. 

Mrs. B.’s mental attitude and lack of 
motivation preclude further adjust- 
ments of the physical environment. The 
fact that Mr. Y. is ten years her senior 
and has health problems of his own 
would appear to substantiate the con- 
clusion_that eventually she will have to 
be placed in a nursing home or be given 
institutional care. 


CASE 3 

Mrs. C., 62, is a seriously involved, well- 
adjusted patient with lymphosarcoma of 
the cerebellum. Her home is inadequate 
and poorly remodeled for her disability. 
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History 


Mrs. C. had been in average good health up to 
1955 when she collapsed and was admitted to 
the hospital on an emergency basis. She was 
transferred to a special hospital where brain 
surgery was performed in March 1955. Deep 
X-ray treatment was used postoperatively as biop- 
sy showed that the tissue was malignant. After 
convalescence, she was referred to a hospital with 
a physical medicine department for physiother- 
apy to improve left extremities and balance. She 
was gait-trained on Canadian four-point canes 
with stirrup handles. She ambulates slowly and 
even now is subject to dizziness. She was dis- 
charged with a guarded prognosis. She may find 
it necessary to return to a wheelchair. 

Mrs. C., a widow for many years, reared three 
children from early childhood. The two daugh- 
ters and the son are now grown. One daughter, 
a divorcee, and her two daughters, aged 10 and 
8, live with Mrs. C. The daughter works away 
from home every day. Mrs. C. has received a 
widow’s pension from the railroad and also 
a power-machine operator in the 
wholesale-garment district. She purchased her 
present home several years ago and had planned 
to fix it up and live alone in it. She had obvious- 
ly made sensible long-range plans to live alone 
and enjoy her independence and privacy. 


worked as 


Housing and Living Conditions 


The basic unit of her living quarters was 
originally of cottage-type construction, 
placed on piers with no basement. How- 
ever, since moving in, the son and son- 
in-law have remodeled the place by ex- 
cavating a basement, installing a central 
heating system, constructing a bathroom, 
arranging for hot and cold running wa- 
ter, and are in the process of adding two 
more bedrooms. Unfortunately, the floor 
level of the bath and bedrooms is 7 inches 
higher than the main living room floor 
level, creating a distinct hazard for the 
patient. Furthermore, this change of level 
will restrict her movement if she is con- 
fined to a wheelchair, a condition which 
the prognosis seems to indicate. She is 
sleeping in the enclosed porch which is 
heated by an unsafe electric heater. Fur- 
nishings are worn, travel areas are clut- 
tered with objects and scatter rugs, con- 
ditions are crowded, and facilities are in- 
efficiently placed. 
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Recommendations 


The field staff felt that the remodeling 
investment was not justified considering 
the state of the original structure. Even 
when the house is once remodeled, it 
will not be adequate for the patient to 
live independently even in her present 
state of ability. We did not tell the pa- 
tient this, but we did recommend that 
the kitchen should be rearranged, the fur- 
niture placed for the patient’s comfort, 
and the travel areas cleared. A tactful 
suggestion was made that heat should be 
piped to the sleeping porch, or a safer 
heater purchased, or the main living 
room used for her sleeping quarters. Mrs. 
C. could have been moved into the heat- 
ed bedroom now occupied by the daugh- 
ter and her two children which would 
have been a better temporary arrange- 
ment until the new bedrooms were ready 
to use. We also recommended that two 
strong grab bars should be installed in 
the bathroom—one by the water closet 
and the other by the wash basin. The pa- 
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tient was advised never to attempt to 
bathe while alone. We recommended 
that scatter rugs and such clutter as the 
children’s toys should be cleared from 
the entire floor surface. 

It is unfortunate that some of the 
remodeling of the home hampers rather 
than helps Mrs. C. However, the family 
is closely knit and cooperative and there 
is no doubt that other arrangements and 
expediencies will be made when the 
need arises. 

Conditions observed in most case 
studies indicated that patients had made 
efforts to readjust their environment and 
living habits to their abilities, but that 
the financial status govern the degree 
of readjustment or remodeling. The fol- 
lowing case histories suggest some of the 
adjustments which were made or which 
were recommended. 

CASE 4 

Mr. D., 77 years old, has a cardiac condition 
complicated by chronic bronchiectasis. He has 
an adequate room in the home of a married 
daughter. He has made a lifelong habit of inde- 
pendence and left the hospital against medical 
advice, but his daughter is patient with his 
stubborn attempts to remain independent. The 
field staff noted that the route from his bed- 
room, which is off the kitchen, to the bathroom 
was long and circuitous and recommended that 
an additional door be cut from his room into 
the bathroom. 

CASE 5 

Mrs. E., 71, has been a cardiac patient for more 
than ten years. She has made many adjustments 
to her condition, such as moving all household 
routines to one floor and rearranging furniture. 
Her home is cheerful, comfortable, and rather 
well suited to her disabilities. The only recom- 
mendation which we made in this case was that 
the kitchen facilities be made more within her 
working area, that counters be lowered, and that 
the reachable volume of storage be increased. 


CASE 6 


Mrs. F., a widow of 63, is a highly-motivated 
arthritic patient. The apartment in which she 
lives with her widowed sister is comfortable, 
well furnished, and adequate, considering the 
adjustments the patient has devised with her 
sister’s help. Travel patterns have been cleared 
of obstructions and she uses an improvised 





straight chair on rollers to steady herself and to 
carry things as she moves about from bedroom 
through kitchenet to the living room. Clothing 
has been rearranged to hang on an open closet 
door for easy accessibility. A living room chair 
with strong arms has been placed near a table, 
and there is a good view of the TV. 

Discussion 
More bathrooms and kitchens needed 
alteration and adjustment than any other 
area in the homes. Poorly-placed, narrow 
doorways less than 214 feet wide, and 
limited passageways in front of bathroom 
fixtures produced arrangements which 
were highly dangerous and, in cases in 
which wheelchairs or walkers were neces- 
sary, impossible of use. Following this 
was the inappropriateness of many en- 
trance arrangements—walk approaches, 
steps, and stoops. Accumulation of out- 
moded, nonessential possessions and ex- 
cessive clutter appear to be characteris- 
tic of the home environment of the older 
person—a characteristic more remediable 
through counselling and education than 
physical alteration of structure. 

In some cases, one might find it both 
desirable and practicable to use public 
assistance funds for alterations or re- 
modeling of the home where such meas- 
ures would contribute to self-care and 
self-help. The cost of institutional care 
of patients at from $5 to $15 per day for 
short or long-term convalescence might, 
in many cases, be lessened by a one- 
time $100 or $200 expenditure, and a 
$3 to $3.50 per day allotment for main- 
tenance in their own homes. Such altera- 
tions as a sturdy railing at the front steps, 
a short but gradual ramp up to the 
porch, the widening of the bathroom 
door, mstallation of proper assistance- 
type grab rails, and minor alterations of 
partitions might be considered justifiable. 
From a social point of view, the return 
to the private home would probably be 
preferable to prolonged institutional 
care. 

In reviewing this rather brief, explora- 
tory study, a number of issues and impli- 
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cations for the team of geriatric workers 
kept coming up. One of these was: How 
are the geriatric therapies to help these 
people to maintain the highest possible 
degree of functional independence? 

Within the hospital, the therapist may 
find it advisable to extend the use of 
activities of daily living to include orien- 
tation of the patient to his own home 
prior to discharge from the hospital. 
This might well be done routinely for 
patients over 60 in simple convalescence, 
and certainly should be done for the dis- 
abled or chronic patients. Areas of dif_- 
culty, doubt, and fear regarding the pa- 
tient’s return home can be explored and 
alleviated. The necessary adjustment of 
the home to the patient’s needs can be 
defined. A very simple suggestion might 
make the difference between a happy 
and a troublesome return home for the 
older patient. 

The therapist should certainly be 
aware of the full range of helpful re- 
sources available within the community 
as well as those of the hospital or insti- 
tution. These include the visiting nurse, 
the volunteer services, the senior-citizen 
recreation and hobby centers, the loan 
closets, the church organizations, and the 
many other social and welfare organiza- 
tions. The selection of the proper re- 
source on the basis of the individual and 
his needs may frequently spell the dif- 
ference between independence and de- 
pendence. 

From the present point of view, it 
would appear that the physical environ- 
ment in which geriatric therapies will 
operate in the near future will extend 
beyond the hospital and treatment cen- 
ter to private and public homes. 

This exploratory study has but scratch- 
ed the surface in finding out how the 
older patient lives within his home fol- 
lowing discharge from the hospital. How- 
ever, it does seem to indicate that, with 
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some adjustment or remodeling of the 
home, the older patient can remain 
longer, in a happier, more normal state 
of living within his abilities, in his ac- 
customed community. 


Addendum 


Narrow doorways and hallways, deep 
inaccessible closets, poorly-arranged 
kitchens, economy-dictated bathroom 
planning, and a multitude of physical 
obstacles determine the limits of inde- 
pendence, self-care and self-help of the 
older person. Some of these are obstacles 
which the young might be able to sur- 
mount, but, in the case of the old, their 
importance is magnified—sometimes be- 
cause of lack of physical prowess, but 
more frequently because of incapacities 
and infirmities concomitant with age. 
Such a minor item as the one step up or 
down can become a Chinese wall to the 
older person! We can hope that most of 
the obstacles and hindrances can be elim- 
inated in the environment which is spe- 
cially designed for the older person and 
his needs; we can hope that some ol 
them may be eliminated from all the new 
housing which we construct in the fu- 
ture. Beyond this, a considerable latitude 
of accomplishment is still possible: 
minor alterations in the home, realloca- 
tions of space in the home to meet the 
changing needs, and just “common- 
sense” in the ordering of daily activities 
may go far toward making individual 
independence possible. Sometimes, this 
may mean the advice and help of the 
architect or builder; a great many times, 
it may mean only imaginative thinking 
and resolution on the part of the social 
worker, the visiting nurse or housekeep- 
er, or a member of the immediate family. 


ALDEN C. SMITH 
Research fellow in architecture 
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SYMPOSIUM: Environmental Needs of the Aging 


Social participation and 


the role of the aging 


HAROLD L. ORBACH and DAVID M. SHAW 


MINNEAPOLIS, MINNESOTA 


As part of a larger study concerned 
with the housing of the aging, a survey 
was conducted in the metropolitan area 
of Minneapolis and St. Paul beginning 
in the summer of 1955 and concluding 
the following winter. Included in the in- 
terview schedule were several items re- 
garding social participation and physical 
environment. This paper presents some 
hypotheses suggested by the preliminary 
analysis of survey findings. These hy- 
potheses were derived from the data, 
and they require independent study and 
testing to assess their validity. ‘They rep- 
resent a basis for the study of problems 
associated with aging which so far have 
not been accorded recognition. Further 
reports on the analysis of the data are 
forthcoming. 


Research Methods 
A questionnaire was devised to provide 
a wide range of data relating to the 
social and physical circumstances of the 
aging. A preliminary test was given to a 
sample of 40 persons and necessary re- 
visions were made. Interviews were then 
conducted by four trained interviewers 
in the subjects’ homes. Each interview 
required an average of forty-five minutes. 





HAROLD L. ORBACH and DAVID M. SHAW are research 
assistants in sociology, University of Minnesota. 


The exploration of possible status 
giving social roles for the aging has 
tended to overlook the differential 
ability of varying segments of our so- 
ciety to fulfill such roles because of 
lifetime patterns of social activity and 
participation. 


The sample was drawn at random from 
lists of retired individuals which were ob- 
tained from civic, commercial, industrial. 
public welfare, and union organizations. 
The sample was stratified by list pro- 
portionately to the total number of re- 
tirees. A total of 133 usable interviews 
was obtained, as shown in table 1. 


The Role of the Aging 

There has been recognition in the re- 
cent literature on aging of the value of 
role theory in formulating and under- 
standing the problems of aging.t From 
the perspective of this theory it has been 
argued “that the social structure of our 
society is such that, when a person re- 
tires, he is removed from the central 
interaction complex of his life that has 
provided role definitions and expecta- 
tions for his social behavior. Thus, the 
meaning and value of his position in 
society are suddenly altered. Talcott 
Parsons summed this up as follows: 
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TABLE 1 





CHARACTERISTICS OF THE SAMPLE 





. ee nee o7 
Characteristic % 





Characteristic % 
Age 
ey TPs oe me 12.0 
65-69 .. - paid SE REESE Seeibe oe 30.1 
70-74 doa Sui anilss 0 hhie SRY te tadee eee eee 25.6 
TW bs cin deck atthe bile masee aston eee 19.5 
Le nee ere Pes see 12.8 
Sex 
Male wee eee es DBA 
Pe Fe es 46.6 


Employment 


Employed full time .................... 9.0 
Employed part time .................. 3.8 
Not employed. ......< 2i.2054: . 87.2 





Marital status 


OND oe og an oa & yee cmon dtu nie ee 43.6 
DUR) oon S Sacto hens des s bus ee oe 33.8 
WORINOEN <6. 2 5 os Sek sees Rhein boner 2.3 
BEIGES role Sa cP cro, Measles iain att ere 20.3 
Education 

Grade school or 2ess, .. «3.06.65 os ses ce 
oO ee TT eC |) it a ar ee eee ee 9.8 
Completed high school ....... <tc e 
Some or completed college ....... Bie: oS. 





Retirement leaves the older man in a 
peculiarly functionless position, cut off from 
participation in the most important interests 
and activities of the society . . . Not only status 
in the community, but actual place of resi- 
dence is to a very high degree a function of the 
specific job held. Retirement not only cuts the 
ties to the job but also greatly loosens those 
to community of residence.* 


Sociologist Arnold Rose has put this 
problem into its most general form: 


When a person moves out of a given social 
role into another, and the society fails to pro- 
vide as full and clear-cut a set of meanings 
and values for the guidance of behavior in the 
second role as in the first, the person will ex- 
perience a relative loss of contact with mean- 
ings and values .. . . This situation occurs in 
American society (1) for a man when he retires 
from his life occupation; (2) for a married 
woman when the last of her children leaves 
home or is about to leave home; (3) for an 
unmarried woman when she passes from the 
age of “young woman” to “old maid.” This 
experience is temporary if the individual suc- 
ceeds in carving out a new role for himself 
which has as complete a specification of mean- 
ings and values as his earlier role.* 


From this perspective, the problem of 
aging is basically the provision of prop- 
er roles for the persons who are leaving 
their former interaction complexes. It 
has been stated that: American society 
rewards usefulness and_ self-sufficiency 
with recognition and social status. Re- 
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cent research reveals the strength and 
universality of the need for a purpose 
in life, and this is usually satisfied by 
some sort of contributory activity. One 
of the critical problems of retirement, 
therefore, is the discovery of status giving 
social roles to replace those of the earlier 
years.* 

There have been numerous attempts 
to suggest what these new roles and ac- 
tivities should be.5 Prominent among 
these are suggestions for greater civic and 
political activity on the part of those 
who presumably have more time to de- 
vote to these activities. Almost all sug- 
gestions involve activities that require 
greater social interaction and participa- 
tion to counteract the trend to isolation 
and loneliness. Recent studies have indi- 
cated that happiness and adjustment in 
old age are related to the scope and de- 
gree of social participation. ° 

Such suggestions, however, fail to con- 
sider the essential point that the people 
for whom such roles are conceived are 
often unprepared to fill the roles, or can- 
not conceive of themselves as fulfilling 
them. This is because they have not, in 
the course of their lives, been led to have 
such a picture of the role and expecta- 
tions of the aging. In many cases, they 
have not had such types of participation 
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TABLE 2 


PARTICIPATION IN ACTIVITIES 
DESIRED BY RESPONDENTS 











Number of activities+ Frequency % 
ES neem ret re 66.2 
ree = 1 IRE ae 15.8 
Teer MOre ........ 6... | ee 8.3 
OO TUS I renee ans Aa ry | = Sees ege 9.8 
Wee Rihana awh bee ISSs visa8 100.1* 





*Differs from 100 due to rounding error. 


{Number of additional activities in which respondent 
desires to participate but cannot because of lack of 
funds, space, distance, etc. 


and activity as part of their social roles. 
For example, in a study of voting be- 
havior and political participation in 
Minnesota, it was estimated that 60 per 
cent of the nonvoters in the state were 
women; that there were twice as many 
nonvoters, and only half as many regu- 
lar voters among single men as among 
married men; that there were twice as 
many nonvoters among those who at- 
tended elementary school or high school 
than among the college graduates; and 
that habitual nonvoting is twice as high 
among housewives and unskilled labor- 
ers as among managerial and professional 
groups. In other words, political par- 
licipation, as indicated by voting be- 
havior, is closely related to various so- 
cloeconomic factors.® 

Our data tend to confirm the general 
findings of others concerning the rela- 
tive isolation of large segments of the 
aging. Thus, 48 per cent of our respond- 
ents had no social contact with others 
outside of their household on the day 
before their interview. With loss of oc- 
cupational activity, there seems to be no 
significant increase, but rather a general 
reduction in activities or participation of 
other character (table 2). This appears 
to be generally characteristic of the aging 
in our society.7 Again, less than 1 per 
cent of our respondents had heard of, or 
were interested in, general community 
projects and clubs designed for the aging. 

However, there is a differential reduc- 


tion in participation and activity among 
the aging along socioeconomic status 
lines, as strongly suggested by our data 
in tables 3 and 4. This fact seems to have 
been overlooked as having significance 
for the problem of aging. Apart from the 
problems which arise out of purely eco- 
nomic differences, the participation and 
activity of the aging has been treated as 
a basically homogenous question. How- 
ever, in their recent study, Kutner and 
his associates have shown important dif- 
ferences between “high status” and “low 
status” persons in their attitudes toward 
joining social clubs, and in their range 
of interpersonal relations. In the latter 
case, high and low status was more im- 
portant in classifying isolated from non- 
isolated individuals than was living alone 
or living with others. From this, they 
conclude that social isolation is a func- 
tion of socioeconomic status.§ 


Sources of Role Definitions 
and Expectations 


We can characterize the major interac- 
tion complexes in which a person re- 
ceives and fulfills his role definitions and 
expectations in our society as those of 
(1) occupation; (2) family and kinship; 
(3) community, including nonformal 
civic and political activity; and (4) vol- 
untary associations, including religion. 


OCCUPATIONAL INTERACTION 


The meaning and consequences of re- 
tirement depend largely on the person’s 
work-related participations and other 
forms of interaction which give varied 
importance to the job throughout his 
life. Some persons are so immersed in, 
and dependent upon, the interactions 
provided by their work that loss of job 
has a critical meaning. Others have a 
more diversified pattern of social ac- 
tivities, so that retirement is less critical 
to their total pattern of social interac- 
tion. L. C. Michelon found “an inverse 
correlation between a person’s adjust- 
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TABLE 3 


RELATION BETWEEN INCOME AND CHAPIN SOCIAL PARTICIPATION SCORE 
(X? significant: p<.001) 





Chapin scores idequate income* 


f % 
B.. DB ssa 2). ree 
1-10 24. ; eS | aa 
11-30 .19 25.3 
31+ Ge: 2 ig tS ea 
Totals 5 eee | eee 








Inadequate income* Total 
f 7o f % 
ee _y Era EN Sere 41.4 
16 <2 Ie ae | ee ee 30.1 
3 5 a EE Or PR Rai AG hs exe 8 16.5 
0 a wn stops tahtt ere on Eater 12.0 
58 BOUIe: Bess ote 1s. Daa aa 100.0 





*The classification of respondents into adequate and inadequate incomes is based upon the Dorfman-Steiner 
budget studies, which are part of their larger study entitled, ‘Economic Implication of an Aging Population” 


(American Economic Review 44: 634-660, 1954), with 


Index for July 1955. 

tDiffers from 100 due to rounding error. 
ment to his job and his probable adjust- 
ment to retirement. Where the meaning 
of work to the individual is positive, the 
transition to retirement is more difficult. 
Where the meaning of work is negative 
or neutral, the transition to retirement is 
easier.”® In our terms, rather than ad- 
justment as such, it is the place job in- 
teractions have in the total pattern of 
social activity. Because of this, we can 
treat the loss of occupational function 
as general to all aging persons and em- 
phasize the variation in the other inter- 
action complexes of our society. 


FAMILY AND KINSHIP INTERACTION 

We know that there are great individual 
differences in maintenance of family and 
kinship ties in later years. Nevertheless, 
with the breakdown of the extended 
family and the rise to central importance 
of the nuclear family, there has been a 


adjustments based upon the B.L.S. Consumer Price 


general reduction in importance of such 
ties over the past century.1° Among the 
factors responsible for this phenomenon 
has been the geographic mobility of 
workers associated with our industrial 
technology and growth. There is no indi- 
cation that this pattern will not continue. 

We found that there were relatively 
few family and kinship interactions in 
the lives of those we interviewed (table 
5). Thus, family and kinship relation- 
ships appear to be a homogenously low 
source for role definitions and expecta- 
tions for the aging, although there is 
no doubt that the aging may feel that 
some of these, such as the role of grand- 
parent, are very important to them. 
However, such a feeling cannot provide 
an important, lasting source of social 
interactions, although it may provide an 
important part of the individual’s sense 
of role in a subjective manner. 


TABLE 4 


RELATION BETWEEN EDUCATION AND CHAPIN SOCIAL PARTICIPATION SCORE 


(X? significant; p<.001) 





Chapin scores Grade school 


Some or completed Some or completed 








or less high school college Total 
f % f % f % f J 
Dig Sets urns. sci eee s wee SE oe 5 eke OS as Ee Bite ase Lo SaaS BS. <. 3k 414 
J URS 5 | Ree Rees | 1, Sa | eee i Oe 30.1 
14. .. Ey tes. ih heehee oe Lk Saas: oY Bret sle i ar tee 28.6 
MENMOIEAB: 28a <3 oid sin oe eg ee ees ODS... 52 RS Se CU) USA EPR Ua 1 a ee 100.1* 





*Differs from 100 due to rounding error. 
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COMMUNITY INTERACTION 
We classify under “community” all the 
informal social interactions associated 
with friendship and neighborhood ties 
and all nonformal civic activity such as 
voting and interest in civic affairs. Here 
we note the general reluctance of the 
older person to voluntarily make any 
radical changes in his living arrange- 
ments and physical environment. This 
point has been made by most studies 
of living conditions of the aging." But, 
while the older persons remains in, or 
prefers to remain in, a “familiar” envir- 
onment, the character of the physical and 
social environment undergoes constant 
change, particularly in the urban areas. 
This means that it is difficult to maintain 
enduring relationships with others, apart 
from the problems associated with the 
death of one’s peers. Thus, continuity of 
role through neighborhood and commu- 
nity interactions passes beyond the con- 
trol of the individual despite his efforts 
to maintain it. Table 6 gives an indica- 
tion of this situation. The individual is 
not necessarily immobile, but he restricts 
his voluntary mobility to limited areas. 
Thus, 73 per cent of our respondents, 
when asked where they would prefer to 
live, chose their present neighborhood. 
Those who wished to move usually 
wanted to leave because their neighbor- 
hood had lost its original character. 
With changes in his social and physi- 
cal environment, the old person makes a 
determined effort to retain what is left 
of his former world. Part of this has been 
ascribed to his reticence to expose him- 
self to the hazards of the new society 
growing up around him, and part to the 
financial problems created by moving.!* 


INTERACTION IN VOLUNTARY ASSOCIATIONS 

Various studies have shown that there is 
a general maintenance of major ties in 
voluntary associations which were estab- 
lished earlier in the person’s life. How- 
ever, there is a general reduction in 


TABLE 5 


FREQUENCY OF FAMILY AND KINSHIP INTERACTION 








ij % 

With relatives who live 

in neighborhood 
Do not have relatives 

in) neighborhood ..... 0.2.26. 86. . 64.7 
Have, but never see ........... a 2.3 
See once a week or less ..... <a ear de 15.8 
See more than once a week .... 2]1...... 15.8 
INO SARSWER 6:6. c:e beens er me Ue 
"MIMD oo) 5. sa Sec Oe ene te 133..... 1001" 


With relatives who live in metro- 
politan area but beyond neighborhood 


Do not have other relatives in 


metropolitan area ...... kk, Dea seas 
Have, but never see ......... , re eee 
See once a month or less ...... i ee) 33.1 
See once a week or less ....... Stk. 
See more than once a week .. See 9.8 
ING QUSWEF oso ori eo eee needs Se 8 


MIRE a ORG ns eae eae eo ee ie 193....... 10G:I* 





*Differs from 100 due to rounding error. 


leadership, degree of participation, and 
active participation, including religious 
participation.? Table 7 indicates the ex- 
tent of religious participation of our 
respondents, showing a pattern similar to 
that found in other studies. The essential 
point is that in general, the amount of 
social participation varies with socio- 
economic factors such as education and 
occupational prestige. Thus, opportuni- 
ties for the development of roles for the 
aging varying with differing levels of 
participation in voluntary associations 
during most of the individual’s life. 


TABLE 6 


FREQUENCY OF NEIGHBORHOOD 
FRIENDSHIP INTERACTION 


f % 

With friends in neighborhood 
Do not have close friends 

in: Neighborhood *:....... 2.5... BOs he i 37.6 
Have, but do not see ........... Dcessmersie 8 
See once a week or less ........ a, A 
See more than once a week ...... 57...... 42.8 
ING ONSWER 55.60.08 cheeses, ae ree: 8 
NI ee os cc Or oais.9 % are scars 133......100.0 
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TABLE 7 


CHURCH ATTENDANCE 





Picauinny os church oatnilliecs 
Once a week or more often .... 
Iwo to three times a month .... 
Once a month or 

Do not go 

Totals . 


Would frequency of attendance in- 


crease if church were closer? 


Church is close or go once 
a week or more 

No answer 

Totals 





‘Differs from 100 due to rounding error. 


Conclusions 
Sociologic research over the past twenty 
years has generally validated the rela- 
between social participation 
and socioeconomic factors.'*-3 This point, 
taken together with the general decline 


tionship 


in social participation that occurs with 
old age, and the additional fact that, for 
many people, occupational activity is the 


prime source of social interaction leads 


us to the following reformulation: 


Taking the loss of occupational inter- 
action to be constant,* the social struc- 
ture of our society is such that there is 
an important differential rate of partici- 
pation in subsidiary interaction com- 
plexes that provides varying definitions 
and expectations of the role of the aging. 

In these terms, the chief problem for 
those interested in providing an ade- 
quate role for the aging is the develop- 
ment and maintenance of modes of par- 
ticipation and interaction early in the 
individual’s life pattern. The psycholo- 
gic side of this problem was pointed out 
recently.14 Accordingly, it has been sug- 
gested that present school curricula at 
all levels should be modified in order 
to provide to all ages an interpretation 
of the potentialities and roles of older 
people in contemporary life.1> However, 
such planning must always take into ac- 
count the differing ability of various 
segments of our society to meet such role 
prescriptions because of the varying char- 
acter of their life patterns. 


*Occupationally related participation, 
labor unions, commercial, business, 
izations, which can be and are maintained after retire- 
ment, is included under participation in voluntary or- 
ganizations. 


such as that of 
and fraternal organ- 
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SYMPOSIUM: Environmental Needs of the Aging 


The day center and day care center 


JEROME KAPLAN 


MINNEAPOLIS, MINNESOTA 


¢ Two major action programs for the 
aging have evolved within recent years. 
These are the day center and the day 
care center. The terms are interchange- 
able; their program functions are not 
completely dissimilar; and they have an 
identical purpose. They provide oppor- 
tunities for as full, rich, and satisfying a 
life as a group environment and _ the 
physical and mental capacities of the in- 
dividual will permit. 


The Day Center 
The day center was originated in its 
present form in New York City with the 
creation of the William Hodson Center. 
It has been adapted in various forms in 
several communities throughout the 
United States. One form, serving the en- 
tire community, can be found in Menlo 
Park, California. Another form is that 
of the Senior Recreation Center of San 
Francisco, which operates as a parent 
agency with several branches located at 
other sections of the city. On the other 
hand, the Council House for Senior Citi- 
zens, as a fulltime operation in Minne- 
apolis, has no jurisdiction over other 
agencies offering direct services to older 
people. It does, however, consider pro- 
grams away from the physical plant itself 
whenever the situation so warrants. Con- 
sequently, it trains and supervises volun- 





JEROME KAPLAN is special assistant on aging to 
the governor of Minnesota. 


Day centers cater primarily to the 
more agile person past 60 years. Day 
care centers offer great service poten- 
tial in a group environment for the 
more severely socially or physically 
handicapped older adult. Both cen- 
ters are socially based rather than 
medically orientated and offer the 
best approach for meeting varied 
needs of many older people. 


teers for boarding-home recreation pro- 
grams. Still another type is represented 
by the Drop-In Centers in Detroit which 
offer recreational programs that have ap- 
pealed essentially to retired persons of 
the United Auto Workers. There are 
other centers, of course, but these appear 
to be the basic types. 

In essence, day centers offer recreation- 
al, social, and informal educational pro- 
grams for people over 60. In almost all 
instances, these older adults are mentally 
and physically agile, but to varying de- 
grees. While mentally and_ physically 
handicapped people have sometimes util- 
ized day center facilities, and some older 
people have definitely benefited from 
their programs, the more severely handi- 
capped older adult has not been a par- 
ticipant. There is no doubt, however, 
that the day center is a vital part of the 
entire services required by older people. 
What, then, are the functions of these 
services? 
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The Dav Care Center centers, or other resources, such as settle- 
; ment houses, offer unlimited possibilities. 
As we know, the possibility of a disabling To illustrate, a home for the aged offers 
illness increases with age. While the day _ its meal services to some community resi- 
center caters primarily to the well older dents. A few homes for the aged have 
person who is psychologically able te planned recreational programs for older 
leave his usual environment, it is the day people who are not home residents, and 
care center that reaches the more severe- some are planning to offer their recrea- 
ly socially or physically handicapped. _ tional facilities to those persons awaiting 
The day center may open its doors to admission. Other homes may offer spe- 
all who wish to come, but the day care cialized social services including home. 
center must be more selective as to the making and nursing assistance to help _ 
number and kinds of older people. This older people maintain their independent 
type of selectivity narrows the people to _ living status for as long as possible. 
be served, but also broadens the func- A nursing home may occasionally 
tional potential of the physical plant. bring its ambulatory patients to a social 
There are multiple aspects of day care center. But this kind of outing is too 
centers which primarily involve homes infrequent. The visits are not sufficiently 
for the aged, although churches, day regular, and too few of the residents par- 


How to program an environment which would permit an ever-changing, wide variety of activities? 
This was the problem posed in planning the Community Center for Older Adults for the 
Central Minneapolis area. A flexibility is planned which will permit a day-to-day variation of 
the program to suit the season and the desires and interests of the clientele, and a year-to-year 
change in function of the Center as know-how in group work progresses. Informal, yet controlled 
placement of the several areas makes it possible to accommodate simultaneously groups of two or 
three persons, and groups of twenty to thirty persons. The building serves as its own showcase, 
as shown in the sketch below. 
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The first floor accommodates a lounge and display area, a snack grill 
which extends onto the outdoor terrace, and a multipurpose room. 
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ticipate. It is a highly commendable ac- 
tivity, however, because it gives the nurs- 
ing home patient a glimpse of congenial 
surroundings which are essentially social- 
ly centered, rather than medically 
oriented. 

To be more precise, we are in a posi- 
tion of resolving a point of interpersonal 
relations. How much can a well person 
offer to the sick, and when does the 
presence of ill persons prove detrimental 
to the well? This is a most important 
point in differentiating the day center 
and the day care center. While the for- 
mer can offer a freshness of environment 
to those confined, the day care center 
should be in the best position to keep 
many people within their present living 
arrangement without commitment to 
mental hospital or nursing home. Many 
physically disabled older people, some 
with mental aberrations, some returning 
from mental hospitals, and some just 
worn out and deteriorated, may be able 
to take advantage of a pleasant, daytime, 
group-type atmosphere. 

If we were to examine the resources 
known to us, we would realize the po- 
tential of easily accessible physical plants 
with adequate kitchen and toilet facil- 
ities and with sufficient bed space. How 
many more older people could find pleas- 
ure in a meal a day, or an occasional 
meal, away from home? How many more 
older people could be removed from the 
drabness of existence when the full im- 
pact of volunteer services can be felt in 
a group atmosphere? 

It is apparent that vast building re- 
sources are available for present and 
future direct services. For these services, 
there is no need for construction of new 
buildings; we need creative planning 
rather than additional buildings. 


Mental Hospital Patients 


An important group that has suffered 
from a lack of services is that of the 
geriatric patients in many of our mental 
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hospitals. This neglect can be traced to 
the fact that such hospitals are generally 
understaffed and to the assumption that 
not much can be done with older people. 

Both the day center and the day care 
center can contribute enormously to the 
well-being of these people. We can look 
forward to the development of a senior 
citizens’ group within the hospital en- 
vironment as well as the development of 
regular activity for them outside the hos- 
pital. This immediately suggests a plan 
to take advantage of special activities 
which are geared to older people, such as 
hobby shows and picnics, outside of the 
hospital environment. Thus, we see the 
interaction of the hospital community 
and the “outside” community. 

It is probably best to have such efforts 
channeled through one particular re- 
source. In this case, we might use either 
the day center or the day care center, 
depending upon the older person’s de- 
gree of adequacy. The day care center 
might serve as an initial step to the day 
center, which, in turn, would be part of 
the transition back to community en- 
vironment. Also, it would give the pa- 
tients the continuity in social life which 
is needed to make them feel comfort- 
able upon their return to the community. 

The day center caters basically to the 
ambulatory well person. Upon occasion, 
it caters to former mental patients, and 
is in a strategic position to work closely 
with some of the people in varied, group 
living situations. Essentially, however, it 
caters to those living independently. 

The day center may gradually evolve 
into an all-purpose, multifunction center 
for the well older person. It could offer 
consultation and counseling on housing 
problems, employment possibilities, or 
other difficult situations. This multipur- 
pose function would be social, recrea- 
tional, educational, and direct service in 
character. We are beginning to realize 
that older people will eagerly accept 
needed assistance if it is offered to them 

































aced to 
nerally 
yn that 
2€Ople. 
ly care 
to the 
n look 
senior 
al en- 
ent of 
ie hos- 
| plan 
ivities 
ich as 
of the 
e the 
unity 


fforts 
r re- 
‘ither 
nter, 
s de- 
enter 
» day 
rt of 
en- 
- pa- 
hich 
fort- 
nity. 
the 
ion, 
and 
sely 
oup 
r, 


Ive 
iter 
ffer 
ing 
ol 
ur- 
€a- 
in 
ize 
pt 
om 








in an environment where they feel com- 
fortable. The day center is such an en- 
vironment. 


The Need for Standards 


Since we have too little information re- 
garding the potential of the day care 
center which is based on real experience, 
we find it difficult to make binding dec- 
larations of standards, principles, and 
operations. We should be concerned with 
a set of standards for adult recreation in 
different settings such as clubs, day cen- 
ters, day care centers, homes for the aged, 
nursing homes, and other group situa- 
tions. We could then focus on principles 
which could be applied to any environ- 
ment, as well as specifics which could be 
formulated within each group situation. 

The value of properly directed, ad- 
ministered, and staffed day centers has 
already been demonstrated. There is no 
doubt they are a vital factor in keeping 
some older people out of our mental hos- 
pitals, and keeping many more people 
mentally alert. 

The day care center, as operated to 
date, has been attached to homes for the 
aged. Although some of the older adults 
who use these facilities are ambulatory, 
the majority are physically or mentally 
handicapped. These people spend the 
day at the center and return to their own 
homes at night. This day care center may 
evolve into a highly specialized agency 
to enable the handicapped to take part 
in group living. It could reduce consider- 
ably the number of unnecessary place- 
ments and commitments. 

Several new types of recreational pro- 
grams for the aging have appeared with- 
in less than a decade. We have recog- 
nized to a large extent the necessity of 
recreation for older people and we have 
evolved several forms for its attainment. 
More often than not, our attempts to 
provide recreation have been geared to 


meet one particular situation at one par- 
ticular time. To elaborate a bit further, 
when do we build around the environ- 
ment in which older people live, and 
when do we build around the resource 
environment? In either case, the recrea- 
tion must be geared to the daily habits 
of the older adult as modified by his 
place of residence, or as he has altered it 
by his mode of living. 

The interplay of environment and per- 
sonality assumes particular importance 
when we consider the individual needs 
of the older adult, the special needs of 
the older group, and the general needs 
as citizens of the community. It is evi- 
dent that not all older people are alike. 
Neither do they all wish for the same 
type of activities. 

In addition, there are some general- 
ities particularly applicable to our older 
generation because of the susceptibility 
involved. ‘These include loss of friends 
or spouse, indifference of children and 
the community, and onset of chronic ill- 
ness at a time of reduced income, loss 
of job, decreased mobility, and lessened 
standards of housing. We must also be 
aware of the different types of needs 
among the well and the sick, the handi- 
capped and the normal, the senile and 
the mentally ill, the adjusted and the 
maladjusted, and the self-reliant and the 
dependent. To meet the recreational 
needs of older people, we can no longer 
ignore the differentials within our aging 
population. These differentials bear an 
intimate relationship to the environ- 
ments of older people. 

I know of no better approach at pres- 
ent-for both small and large communities 
to meet the varied needs of so many of 
our older people than through the day 
center and the day care center. 





Illustrations on pages 248 and 249, Paul Bailly: 
A Community Approach in Behalf of Older 
Adults. 


Geriatrics, April 1957-251 



































Periodontal disease 


A health hazard to the elderly 


JOHN OPPIE McCALL, D.DS. 


NEW YORK, NEW YORK 


@ Periodontal disease is a complex dis- 
order involving the supporting tissues of 
the teeth—namely, the gingiva, alveolar 
bone, and the intervening tissue, the 
pericementum. There are several types 
of periodontal disease, but the one of 
particular interest here is suppurative 
periodontitis. This type is characterized 
by inflammation which attacks the mar- 
ginal gingiva and the subjacent connec- 
tive tissue, together with a noninflam- 
matory resorption of the bone consti- 
tuting the tooth socket. 

The gingival and subgingival inflam- 
mation leads to breakdown of the peri- 
cementum, but usually with relatively 
little destruction of the gingiva itself; 
the crest of the alveolar bone recedes as 
severance of pericemental fibers pro- 
gresses. The net result of this process is 
the creation of a space, called a pocket, 
between the gingival tissue and the tooth 
root. It is the suppuration in the gingi- 
val wall of the pocket and the exudation 
of the resulting pus which gives the dis- 
ease its popular name “pyorrhea.” Figure 
I shows the relations of the tissues in a 
well-advanced case of suppurative perio- 
dontitis. A series of roentgenograms in 
figure II illustrates normal interdental 
bone and different stages of bone resorp- 


JOHN OPPIE MCCALL is dental consultant at the 
New York Hospital and dental diagnostician at 
the New York Eye and Ear Infirmary. 
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Periodontal disease is characterized 
by progressive destruction of the sup- 
porting tissues of the teeth with ac- 
companying pus formation. It results 
in tooth loss, interference with mas- 
tication, and unfavorable changes in 
dietary habits. Constant absorption 
of pus into the circulation predisposes 
to disease elsewhere in the body, a 
threat particularly important in the 
elderly person. 


tion with advancing disease. 

Suppurative periodontitis is a progres- 
sive disease; it is not self-limiting. That 
is, if the disease is neglected, the sup- 
porting tissues of the tooth will eventual- 
ly be completely destroyed and the tooth 
iost (figure III). Even before the final 
stage is reached, however, the suppura- 
tive process usually will reach the tooth 
apex on one side and involve the blood 
vessels supplying the tooth pulp, thus 
causing devitalization of that tissue, as 
shown in figure IV. 


Incidence and Age Distribution 
of Periodontal Disease 


While dental caries is often referred to 
as the most prevalent disease of civilized 
man, it is probable that periodontal dis- 
ease would be found to equal it in inci- 
dence if comprehensive surveys were 
made. In contrast with caries, which is 
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FIG. 1. Diagrammatic drawing showing suppurative periodontitis with pockets on adjacent surfaces 


of a lower first and second molar. 


most active in the young child and 
adolescent, periodontal disease is most 
common after age 20, but by no means 
rare in adolescence. It increases in inci- 
dence and severity as the years advance. 
Freedom from this disease is so rare after 
age 60 as to excite comment when ob- 
served. It affects both sexes at nearly 
the same rate and accounts for most 
tooth extractions after 35. Indications 
are that, in the later years, even the teeth 
not requiring extraction because of ad- 
vanced periodontal disease are affected 
to some degree, thus maintaining an un- 
healthy oral state which has an unfavor- 
able effect on general health. 


Etiology of Periodontal Disease 


The etiology of periodontal disease is 
complex, since nearly every case has sev- 
eral causative factors, both local and 
systemic. Local factors are chiefly of an 
irritational character, the most common 
of which are deposits of calcium salts on 
the tooth surface, and uneven stress on 
teeth caused by an unbalanced occlu- 


sion. These local irritations cause a Cir- 
culatory disturbance and depress the 
resisting capacity of the soft tissues 
against bacterial attack. Bacteria, al- 
though the cause of the inflammation 
and suppuration, actually are secondary 
invaders. 

Systemic factors are not always easy 
to trace and some, especially those con- 
cerned with the maintenance of bone 
integrity, are not yet understood. Sys- 
temic factors include malnutrition, un- 
balanced nutrition, avitaminoses, and 
certain disease conditions which deplete 
gingival tone. 

Dietary studies of people suffering 
from periodontal disease indicate that the 
most prominent causative factors are de- 
ficiency in protein intake, deficiency in 
mineral intake with calcium low in rela- 
tion to phosphorous, and deficiency in 
vitamins A, D, and C. Among systemic 
diseases, diabetes in particular has a 
tendency to favor the initiation of perio- 
dontal infection because of its well- 
known tendency to lower resistance to 
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FIG. U. Roentgenograms showing: A. 


normal interdental alveolar bone; B. 





moderate re- 


sorption of interdental alveolar bone; C. extensive generalized resorption of alveolar bone; 
and D. resorption of alveolar bone between two lower molars. Resorption is more extensive 
on the first molar than on the second. 


surface infections. Mental stress and emo- 
tional disturbances are also aggravating 
factors in periodontal disease. 


Diagnosis of Periodontal Disease 


Several points must be considered in the 
diagnosis of this disease. Simple inspec- 
tion will usually give a clue to the pos- 
sible presence of a gingival disorder. 
However, differential diagnosis is _re- 
quired to determine whether, in a case 
showing visible inflammation of the gum 
margin, with or without bleeding or re- 
cession of that tissue, there is a mar- 
ginal disease only, or a marginal dis- 
order combined with true suppurative 
periodontitis. It is the latter which has 
the more serious health implications. 
Differential diagnosis also is required 
to distinguish between gingival disease, 
which is caused chiefly by local irritants, 
and the disorders which are caused by, 
or associated with, systemic conditions 
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FIG. Iv (right). Roentgenogram show- 
ing extreme resorption of alveolar 
bone on the distal surface of a lower 
third molar. The pocket accompany- 
ing this resorption extends beyond 
the root end with evidence of conse- 
quent infection of the pulp by way of 
the blood vessels serving that organ 
and devitalization of the tooth. 





such as leukemias, lues, catarrhal stoma- 
titis, allergic reactions, anemias, viral 
disease, and others. 

Suppurative periodontitis with accom- 
panying pocket formation is usually 
indicated by bone crest resorption as 
shown in the roentgenogram in figure II. 
However, some cases of this disease show 
no roentgenographic evidence of such 
bone resorption because of superimposi- 
tion of tooth shadows, making diagnosis 
difficult. For this reason, exploration of 
the gingival crevice by a dental probe is 
required before pocket formation can be 
ruled out. 

Pus is always formed in periodontal 
pockets and can usually be expressed at 
gingival margin, but may be so slight 
as to be undetected by the naked eye. 

Tooth mobility is a sign of damage 
to the alveolar bone. Periodontitis is the 
most common cause but apical abscess 
and resorption of the root apex from 


FIG. ut (left). Roentgenogram showing extreme resorption of alveolar bone 
around an upper incisor, extending almost to the root end. There is no 
roentgenographic evidence of pulp infection. 
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other causes may also produce mobility. 
Again, differential diagnosis is needed. 
Pain is seldom felt in chronic perio- 
dontitis until the very late stages of the 
disease, apparently because the exit of 
pus from the pocket is not hindered as 
in the case of an abscess. In the late 
stages, biting or other pressure may pro- 
duce tenderness. However, even then the 
patient may favor the affected tooth or 
teeth in mastication and thus avoid pain. 


Treatment of Periodontal Disease 


Periodontal disease can be treated suc- 
cessfully if not too far advanced and if 
a healthy oral condition is maintained. 
Treatment is based on elimination of the 
causative factors, both local and systemic. 

Local treatment consists in part of re- 
moval of calculus and other surface irri- 
tants. The inflamed soft tissue wall of 
the pocket is curetted to remove granu- 
lomatous tissue, thus permitting regen- 
eration and reattachment of the gingival 
tissue to the root; closure of the pocket 
protects the gingiva from reinfection. 
Occasionally reattachment is not ob- 
tained and, in such cases, the pocket 
must be eliminated by gingivectomy. 

An extremely important phase of local 
treatment is balancing of the occlusion 
to relieve excessive stress, known as trau- 
matic occlusion, on affected teeth. This 
is usually done by grinding high spots 
on affected teeth. However, in some cases, 
it may be necessary instead to build up 
the bite on other teeth to avoid over- 
closure of the occlusion through grind- 
ing. Such overclosure is occasionally a 
source of disturbance in the region of 
the temporomandibular joint. 

Systemic treatment is needed in a large 
proportion of the cases of periodontal 
disease. Dietary disbalance must be cor- 
rected and vitamin deficiencies made up. 
Systemic disease, such as diabetes, must 
receive adequate attention. Even if the 
systemic disease is caused in part by the 
periodontal condition, supportive treat- 


ment will be helpful in both phases of 


treatment. 

Old age does not in itself constitute 
a barrier to success in treatment. How- 
ever, the fact that calcium tends to be 
withdrawn from the skeletal system in 
older people should not be overlooked. 
Thus the amount of bone remaining 
around the teeth must be noted in prog- 
nostic assessment. 


Harmful Effects of 


Suppurative Periodontitis 


Harmful effects come under two head- 
ings. First, there is the purely local effect 
on mastication, appearing only in the 
more advanced cases when either tender- 
ness on biting or progressive loss of perio- 
dontally affected teeth imposes a restric- 
tion. In either case, the patient tends to 
cut down the intake of foods requiring 
any considerable amount of mastication 
and, along with that, the desirable in- 
salivation of all foods is reduced. Gastric 
digestion can be expected to suffer. 

In restricting intake of foods to those 
requiring little or no mastication, the 
patient is very apt to choose foods with 
limited nutritional value. Thus vitamin 
and mineral requirements are uncon- 
sciously disregarded, with harmful effects 
of a varied sort following, both system- 
ically and in the periodontal tissues. Les- 
sening of masticatory function also 
means decrease in the exercise needed for 
health maintenance of the supporting 
tissues of the teeth that still have perio- 
dontal health. 

Second, and probably more serious, 
are the systemic effects of suppurative 
periodontitis. These relate to the man- 
ner and effect of the disposal of pus 
formed around the affected teeth. In the 
early stages of the disease most of the 
pus passes out from the pocket at the 
gingival margin to mingle with the 
mouth fluids and is swallowed. It is then 
disposed of by gastric digestion, especial- 
ly the action of hydrochloric acid. How- 





Geriatrics, April 1957 





































ever, after age 55, secretion of this acid 
tends to diminish; pyogenic bacteria 
may then pass through the stomach to 
the small intestine to threaten health. 

Through this means, or by passage 
from the circulation, bacteria may reach 
the gallbladder, causing cholecystitis 
and occasionally forming the “seed” up- 
on which bile salts may crystallize to 
become gallstones. 

In the later stages of the disease, with 
increasing depth of pocket, more and 
more of the bacteria and products of soft 
tissue suppuration are absorbed into the 
circulation. It is probably this absorption 
of pus with which the physician will es- 
pecially be concerned. It may come about 
in one of two ways. First, it may result 
from direct injection, so to speak, of pus 
and pathogenic organisms into the cir- 
culation as affected teeth are forced 
downward in their sockets under the 
pressures of mastication. Bacteremias 
have been demonstrated following heavy 
mastication or other tooth manipulation 
in periodontal cases. These bacteremias 
are said to be transient, but repetition, as 
one meal follows another. must surely 
put a burden on the defensive mecha- 
nism of the body with ultimate unfavor- 
able effect on body welfare. Particularly, 
recurrent bacteremias may be a factor 
in renal disease, and their relation to 
certain types of heart disease is by no 
means to be discounted. Some bacteria 
also may be picked up by the prostate 
and cause chronic inflammation. 

Second, even without the production 
of a bacteremia, the constant formation 
of pus in the deeper pockets, with their 
inadequate drainage, unquestionably 
leads to a less demonstrable absorption 
into the blood and lymph stream. 

In either case, the question of focal 
infection—that is, the causation or ag- 
gravation of pathologic conditions else- 
where in the body, is to be considered. 
This is not the place to argue for or 
against focal infection as a causative fac- 
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tor in systemic disease. There is, how- 
ever, enough evidence indicating the 
validity of this concept to warrant care- 
ful thought about periodontal disease as 
a factor in a number of pathologic con- 
ditions occurring outside the mouth, 
some of which have already been de- 
scribed. Histories have brought out the 
relation of focal infections to various eye 
diseases, and others could be cited. 


Significance of Periodontal 
Disease for the Elderly 


That actual physical harm may come 
from untreated or incompletely treated 
periodontal disease at any age seems ob- 
vious on the basis of known facts. Perio- 
dontal disease has special significance for 
the elderly person because of the juxta- 
position of a long-continued chronic in- 
fection in the jaws, possibly starting at 
age 20, and the natural tendency of the 
body to slow down in many of its vital 
processes as age advances. It should also 
be noted that this chronic infection may 
itself bring about presenile changes in 
the middle-aged person and thus hasten, 
in effect, the advent of the old-age period. 
Aside from the physical harm which 
may come from periodontal disease in 
the elderly, the element of psychic trau- 
ma should be considered. This arises 
from the fear that loss of the natural 
teeth and the consequent need for wear- 
ing dentures will mark the victim as 
“old” and relegate him to the sidelines. 
Prevention is obviously the method of 
choice in handling this condition, and 
the prevention of this disease can readily 
be accomplished by the properly trained 
dentist. Treatment of fairly advanced 
cases is feasible even for aged patients, 
but is more difficult to accomplish. 
However, in the absence of effective 
treatment, extraction of affected teeth 
and suitable replacement with artificial 
substitutes is preferable to permitting 
the continued presence of extensive 
chronic infection in the mouth. 
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Biliary calculus size as a factor 


in prognosis of silent stones 


CLARENCE J. SCHEIN, M.D., and 
MORTON A. ROSENBLATT, M.D. 
NEW YORK, NEW YORK 


¢ A program for managing the . patient 
who is discovered to harbor a single 
asymptomatic biliary calculus has been 
evolved. On the basis of our experience 
with cases of asymptomatic biliary cal- 
culus over the past five years, we believe 
that this condition is an indication for 
prophylactic cholecystectomy soon after 
the diagnosis is made. Such an approach 
permits operation at a favorable period 
in the patient’s medical life. It also 
avoids the need for urgent procedures 
with their accompanying complications. 

The incidence of biliary calculi in- 
creases with age. In a review of 1,334 
consecutive autopsies performed at the 
Montefiore Hospital in New York, it was 
found that 17 per cent of subjects over 
the age of 50 had calculi in the biliary 
system. Since this figure is relatively con- 
stant in all of the larger series of cases 
reported, calculus formation may be re- 
garded to some extent as part of the ag- 
ing process.!-4 This is especially evident 
in men, in whom the incidence rises 
sharply after 65. There is a decreased in- 
cidence of stone formation in women 
beyond the menopause. 

There is no known means of prevent- 
ing the formation of calculi, nor of dis- 
solving them once they have appeared. 





CLARENCE J. SCHEIN is associate surgeon at Monte- 
fiore Hospital and instructor in surgery at the 
Albert Einstein College of Medicine, New York 
City. MORTON A. ROSENBLATT is resident surgeon 
at Montefiore Hospital. 






The mortality and morbidity in gall- 
bladder disease are related to acute 
episodes in the biliary tract. This is 
especially true in the older patient 
because of associated degenerative dis- 
eases. Acute obstructive cholecystitis 
and its complications are most fre- 
quently associated with large discrete 
calculi. Therefore, when there is no 
deterrent factor, prophylactic chole- 
cystectomy is indicated for large, dis- 
crete, biliary calculi. 


The nonoperative treatment of estab- 
lished cholelithiasis is directed toward 
relief of symptoms in the acute episodes 
and toward prevention of calculus im- 
pactions by means of diet, cholegogues, 
and antispasmodics. Calculus dyspepsia 
is probably influenced as much by meta- 
bolic factors and spontaneous changes in 
intravesical dynamics as it is by medica- 
tion and diet. The fundamental problem 
is to predict, if possible, which patients 
with “silent” biliary calculi are likely to 
get into difficulty and which patients will 
harbor calculi that are truly asympto- 
matic. This determination requires an 
elucidation of the events that contribute 
to the morbidity and mortality of chole- 
lithiasis. 


Complications of Cholelithiasis 


The complications of calculi may not 
only cause disease of the gallbladder such 
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as acute cholecystitis, ranging from intra- 
mural hemorrhage and edema to frank 
gangrene and perforation, but, by ob- 
structing the common bile duct, cause 
cholangitis, liver damage, and pancreati- 
tis; and, by direct perforation, gallstone 
ileus and cholecystoenteric fistulae. Less 
important is the fact that carcinoma of 
the gallbladder is almost invariably as- 
sociated with cholelithiasis and occurs in 
8 per cent of the patients over 65 with 
cholelithiasis. 

Cholelithiasis in the older patient dif- 
fers in several respects from that seen in 
the so-called “fair, fat, and forty” group. 
In the older group, there is accompany- 
ing degenerative disease in the cardio- 
vascular system, so that the patient is 
less able to tolerate the acute and chronic 
ravages of gallstones. Monroe reports 
that 44.2 per cent of these patients have 
nonvalvular cardiac disease, and that dia- 
betes coexists in 9.4 per cent.5:® There is 
a reciprocal aggravation of coronary ar- 
tery disease by biliary tract disorders.* 
Among older patients, biliary tract dis- 
ease is reported as the most common 
condition requiring abdominal surgery. 
A policy of all-out surgical management 
of cholelithiasis would entail operation 
in about 20 per cent of the population 
over 50; and, in such a group, some pa- 
tients would be operated upon in whom 
complications of the calculi might de- 
velop. This study was undertaken to 
determine whether calculus size would 
be of prognostic significance in determin- 
ing which group of patients would be 
most likely to get into difficulty if man- 
aged by the nonoperative, calculated- 
risk policy. 


Clinical Study 


We reviewed a series of 85 consecutive 
gallbladder operations performed for 
calculus disease in patients over the age 
of 50. Elective cholecystectomy was per- 
formed in 54.1 per cent of these cases 
without a single death. The other 45.9 
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per cent of patients underwent urgent 
operations for acute obstructive chole- 
cystitis. The only deaths occurred in this 
latter group; two patients died. A 62- 
year-old man died immediately after the 
operation of an arrhythmia superim- 
posed on a state of chronic congestive 
heart failure. A second patient, aged 80 
years, died suddenly on the thirteenth 
postoperative day. Although the mortal- 
ity rate for the whole series is 5 per cent, 
it applies actually to the acutely ob- 
structed group. 

Acute obstructive cholecystitis is initi- 
ated by calculus block of the cystic duct. 
This impediment to the outflow of bile 
results in increased concentration of bile 
and increased tension within the closed 
vesicle system. The initial inflammatory 
reaction is sterile and unaffected by anti- 
biotics. This is manifested clinically by 
right upper quadrant pain and a palpa- 
ble, tender gallbladder. The overlying 
peritoneal reaction varies in intensity; 
abdominal rigidity and rebound may be 
minimal to marked. In the latter in- 
stances, the rigidity limits the palpability 
of the enlarged gallbladder. The inten- 
sity and duration of symptoms are not 
predictably related to the pathology. ‘The 
course of acute obstructive cholecystitis 
cannot be followed by changes in tem- 
perature, pulse rate, leukocyte count, or 
intensity of peritoneal reaction. Any com- 
bination of these may be associated with 
changes in the gallbladder wall that 
range from hemorrhage, edema, and 
purulent cholecystitis to frank gangrene 
with localized perforation. 

There is a general agreement that po- 
tential mortality and morbidity reside in 
the patients harboring acute obstructive 
disease. The increased morbidity is caused 
in part by operative injuries resulting 
from inability or difficulty in delineating 
anatomic landmarks. The mortality is 
related to associated degenerative cardio- 
vascular renal diseases, pulmonary dis- 
eases, and unpredictable thromboembolic 
phenomena.‘ 
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TABLE 1 


DISTRIBUTION OF CASES FROM THE STANDPOINT OF SURGICAL INDICATION AND CALCULUS SIZE* 





Large stones Small stones 





No. of Per Mortality No.of Per Mortality 
cases cent percent cases cent percent 
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Urgent operation for acute disease .......... 
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*Data applies only to patients over 50. 


Table 1 correlates the size of the cal- 
culus with the indication for cholecystec- 
tomy. Stones which are 2 centimeters or 
more in diameter are classified as large. 
Apparently they are rarely silent, since 
the number of patients with large stones 
requiring surgery is growing. ‘This opera- 
tive incidence is much greater when the 
patient has acute obstructive cholecysti- 
tis. In these acute cases, large calculi oc- 
cur more often, are more than twice as 
common as multiple calculi, and appear 
three times more often than they do in 
the autopsy population. The single large 
calculus is not easily disimpacted and 
the sequential obstructive episodes are 
not easily reversible by medical manage- 
ment. 


Discussion 
Acute cholecystitis constitutes one event 
in the history of cholelithiasis. All of the 
surgical specimens show an acute process 
superimposed on chronic cholecystitis. 
However, symptomatic disease is initi- 
ated in this fashion in about 10 per cent 
of patients with biliary calculi. Glenn 
has also noted an increasing prevalence 
of acute episodes with advancing age, 
and, because these are most often associ- 
ated with large stones, it is apparent that 
elective surgery eliminates this hazard in 
this group of patients.8 Gilchrist and 
dePeyster found that the mortality for 
acute biliary tract operations in the el- 


derly is four times that of the same pro- 
cedure carried out electively.? Therefore, 
surgery for this condition is best per- 
formed soon after the diagnosis is made, 
while the patient is in the relatively 
asymptomatic, uncomplicated stage of 
cholelithiasis. This does not imply that 
patients with smaller multiple caculi are 
safe, but only that acute cholecystitis oc- 
curs less often in such cases. ‘The expect- 
ed surgical mortality rate in the older 
patient for indicated cholecystectomy is 
less than that of the untreated patient 
with gallstones who has refused opera- 
tion.!° There is an increased incidence of 
common duct complications and a lesser 
incidence of enteric biliary complica- 
tions in the group with multiple small 
calculi.1! 

The elective surgery should be defini- 
tive, entailing cholecystectomy and ade- 
quate choledochotomy under the control 
of operating room cholangiography. Sim- 
ple cholecystostomy provides only tem- 
porary biliary tract decompression, with 
50 per cent of these patients remaining 
symptomatic. Where landmarks are ob- 
scure, intravesical manipulative cholecys- 
tectomy has been helpful.!? 


Conclusions 


1. The incidence of biliary calculi in- 
creases with age. 

2. The hazards of the disease in the 
older age group are related to the mor- 
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bidity and mortality in the management 
of acute obstructive cholecystitis. 


) 


3. Large discrete calculi are the most 


frequent type found in acute cholecysti- 
tis. The patient harboring such a calcu- 


lus runs considerable risk of 


an acute 


obstructive episode, as evidenced by the 
fact that a large calculus was found in 
the surgical specimens of acute chole- 
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cystitis three times as often as general 
autopsies of persons over 50. 
4. Prophylactic cholecystectomy is in- 





dicated in patients with large discrete 
calculi before the organ becomes signifi- 
cantly diseased, and the patient shows 
the ravages of the aging process. 








From the Surgical and Laboratory Divisions of 
the Montefiore Hospital, New York. 
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DeatH from acute myocardial infarction often occurs without warning, 
and about half of the patients thus stricken have no previous history 


of angina pectoris. 


Among 500 patients with fatal infarction, the clinical diagnosis was 
not made in 19 per cent of the cases. Complicating features such as 
surgical operations, however, were also present, which may have 


obscured the picture in these patients. 


In 429 cases in which the infarct could be dated by clinical history, 
64 per cent of the patients complained of chest pain, while only about 
one-third of the cases had unusual dyspnea. Notable fever, leucocytosis, 
and tachycardia were not striking features in the vast majority of pa- 
tients. Hypotension below 90 mm. Hg occurred in only about one-fifth 
of the cases. No apparent correlation between clinical manifestation 
and the ultimate prognosis could be’ made. 

Large infarcts were present at autopsy in about one-fourth of the 
cases, while medium and small lesions together accounted for the 


deaths in the remainder of patients. 
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R. RABIN, and R. M. O'NEAL: Clinical and anatomic features 


in five hundred patients with fatal acute myocardial infarction. Circulation 15:197- 


202, 1957. 
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Versatility in cerebral electrotherapy 


THEODORE R. ROBIE, M.D. 


MONTCLAIR, NEW JERSEY 


After sixteen years of world-wide psy- 
chiatric experience, it is now well estab- 
lished that the quickest and most con- 
sistently reliable treatment for overcom- 
ing suicidal melancholia is electroconvul- 
sive therapy. This treatment is far 
superior to any of the recently syn- 
thesized tranquilizing drugs, particularly 
since some of these may induce or exacer- 
bate depressive states.** As a life-saving 
measure in cases of suicidal psychopath- 
ology, it is unquestionably superior to 
psychoanalysis or any other type of psy- 
chotherapy when attempted without ad- 
junctive physiologic treatment.® 

With the rapidly increasing propor- 
tion of older people in our population, 
it is of major importance that these life- 
saving treatments can be given safely. It 
is well known, and accepted until re- 
cently as an unavoidable hazard of elec- 
troshock therapy, that fractures could be 
anticipated in a sizable number of cases 
treated. These were usually compression 
fractures of one or more vertebrae.” But 
today we are able to eliminate this 
hazard through the synergistic muscle- 
relaxing and anesthetizing effects of a 
combination of drugs—succinylcholine, 
Pentothal Sodium, and atropine—with 
the further safety precaution of positive- 
negative oxygen resuscitation following 





THEODORE R. ROBIE practices psychiatry in East 
Orange, New Jersey, and serves as associate at- 
tending psychiatrist at Memorial Hospital and 
attending psychiatrist at Orthopedic Hospitals in 
Orange, New Jersey. 


Electroshock treatment continues to 
be our most reliable method for treat- 
ment of suicidal melancholia and for 
many cases of homicidal mental 
disorder. Some of the technical re- 
finements that make electrotherapy 
safer are described and discussed. 
New formulations infer that electric 
brain therapy may favorably alter the 
blood-brain barrier to a status more 
receptive to the influence of tran- 
quilizer medication. 


the treatment. 


In the light of today’s knowledge, it 
can be asserted that no electroconvulsive 
treatment should be administered with- 
out succinylcholine to soften or lessen 
the muscular thrust during the convul- 
sion, to a degree sufficient to prevent 
fractures. Many patients will need only 
10 mg., but some may require more, the 
average range being from 14 to 24 mg. 
Only rarely do patients require as much 
as 30 mg. to insure adequate muscle re- 
laxation. 

Constant research in this field is pro- 
ducing additional aids that simplify and 
improve this treatment. We have had no 
fracture complications since beginning 
the use of succinyl. 

A great adjunctive aid in administra- 
tion of electroconvulsive therapy, par- 
ticularly when succinylcholine chloride 
is used to paralyze the musculature, is 
the Reiter electrostimulator. With the 
Reiter apparatus, there is a period imme- 
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diately after the convulsion has devel- 
oped, when it continues without further 
electricity. Ordinarily the succinyl ac- 
complishes the softening of the muscular 
jerkings, but, on rare occasions, the 
dosage of succinyl may be somewhat less 
than is needed, as when some of the solu- 
tion becomes extravasated into the tis- 
sues and does not go into the blood 
stream. On such occasions, it is particu- 
larly advantageous to have this appara- 
tus as a safety measure. As the convul- 
sion carries through during its twenty- to 
thirty-second duration, Reiter electro- 
stimulation is continued with the ampli- 
fication lowered to position 1. This re- 
duces by electrical attenuation the mag- 
nitude or force of muscular contractions. 
If this were the only means of attenua- 
tion available during the convulsion, it 
would prevent fractures in a high per- 
centage of cases. 


Furthermore, it may dissipate or neu- 
tralize the Pentothal that has been in- 
jected intravenously with the succinyl, 
thus bringing about a much quicker 


recovery from the apnea that follows the 
convulsion, and assuring greater peace 
of mind to the psychiatrist giving the 
treatment. Last, but not least, it increases 
the safety for the patient undergoing 
shock therapy. 


Versatility in Treatment 


Although electroconvulsive treatment 
has been used for eighteen years in the 
treatment of melancholia, particularly 
the involutional and manic-depressive 
reactions, in most clinics it is still given 
in a more or less classical style—that is, 
three, or sometimes only two, convulsive 
treatments per week. However, there are 
occasional patients on this standardized 
schedule who do not seem to show the 
recovery that is anticipated, and who, 
after a full course of 12 or more treat- 
ments, still continue melancholic. 
Versatility of treatment is especially 
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useful in such cases. Many such cases 
will have a good recovery if treated on 
one of the following bases. One can start 
with daily treatments, for a total of three 
days, then alternating every other day or 
every third day until a total of 12 treat- 
ments has been given. Or, one can give 
4 or 5 daily treatments in severe depres- 
sions, following with the alternate treat- 
ments as heretofore described. If a series 
of 4 or 5 daily treatments are given, the 
patient usually shows a considerable de- 
gree of amnesia, but this is not of serious 
consequence, since it clears up within ten 
days to two weeks after treatment is com- 
pleted. Such a plan decreases the time 
lost from employment, and most patients 
become anxious to return to work after 
the third week of treatment. 

There are occasional seriously ill pa- 
tients who are so unresponsive to therapy 
that they do not recover unless given 
2 or 3 treatments each day for two or 
more days in the beginning of the course. 
Some physicians may feel that repetition 
of succinyl so quickly after a similar 
treatment on the same day might have 
disadvantages or harmful effects. We 
have found that such is not the case, 
and that one may administer as many as 
3 successive treatments, with only five- 
minute intervals, by using the following 
method. 


Therapeutic Procedure 


It is essential that every patient be given 
a test dose of 5-mg. succinyl before the 
first treatment under combined succinyl- 
Pentothal, and atropine. By means of 
this test, one can determine the approxi- 
mate dosage needed to produce full, 
generalized paralysis for the duration of 
the convulsive seizure. At the same time, 
one will quickly recognize the rare case 
with hypersusceptibility to the drug, and 
thus avoid the lethal effect that was oc- 
casionally encountered when this drug 
was first introduced as an adjunct in 
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cerebral electrotherapy. We have en- 
countered 3 patients in whom no more 
than 5 to 6 mg. of succinyl conjugated 
by Pentothal were needed to induce full 
muscular paralysis during the seizure. 
Despite the reports of some investigators 
that patients do live when massive doses 
of succinyl are administered, provided 
an adequate resuscitator is used for an 
extended period after treatment, I can 
see no scientific excuse for giving any 
patient any more of the drug than is 
needed to provide adequate protection 
from possible fractures. 

The cholinesterase normally present 
in the blood neutralizes the 5-mg. test 
dose in two minutes or less, so the pa- 
tient’s discomfiture is quickly alleviated. 
The first treatment is given within five 
minutes after the test dose, blotting out 
quickly the engram of discomfiture, and 
there is no need to repeat the test for 
any future treatment. 

The pretreatment injection is pre- 
pared in one syringe according to the 
following method. First, the amount of 
succinyl to be used is drawn into the 
syringe. ‘This usually varies between 10 
and 18 mg. for the first treatment, de- 
pending on the outcome of the prelimi- 
nary test. Then, with an air space be- 
tween the succinyl fluid and the end of 
the syringe, the amount of Pentothal 
Sodium to be used, usually between 150 
and 200 mg., is drawn into the syringe. 
There is now 3.5 to 4 cc. of fluid in a 
10-cc. syringe. Then, again with an air 
space between the plunger and the end 
of the syringe, the necessary amount of 
atropine is drawn in—usually from 1/75 
to 1/50 gr., or between 2 and 3 cc. of 
the Parke-Davis solution. This adjuvant 
is then injected intravenously as rapidly 
as possible in order to produce anes- 
thesia quickly and eliminate any appre- 
hensiveness that the patient might ex- 
perience when the succinyl first enters 
the blood stream. 

Some have wondered why we must al- 


ways dilute the succinyl to half strength 
with sterile water. The principal reason 
is that occasionally the pH of 5 per cent 
Pentothal Sodium is slightly higher than 
10.6 and, when this happens, a white 
precipitate is formed when the Anectine 
and Pentothal Sodium are combined. 
Anectine is packaged in sterile rubber- 
topped bottles in a strength of 20 mg. 
per cubic centimeter. When this is di- 
luted to 10 mg. per cubic centimeter, we 
never experience precipitation. 

A further advantage in dilution is the 
fact that 0.1 cc. equals exactly 1 mg. of 
succinyl. In measuring small quantities, 
and in combining three different solu- 
tions in the same syringe, it is essential 
to have dosages accurate. 

It has become my routine custom to 
always give at least the first 3 treatments 
on a daily basis. This produces a mod- 
erate degree of amnesia by the time the 
third treatment is given, thus inducing 
the patient’s cooperation more quickly. 
I then start alternating treatments every 
other day. However, in dealing with a 
particularly anxious or excessively agi- 
tated case, one should not wait to find 
out whether a single daily treatment is 
going to be adequate. The psychiatrist 
should administer two treatments on the 
second day if necessary and again on the 
third day, in order to reduce this exces- 
sive agitation to a normal level as quick- 
ly as possible. Furthermore, if two treat- 
ments are not sufficient, one should not 
hesitate to give a third or fourth on the 
same day. One can secure the coopera- 
tion of his patient much quicker if it can 
be demonstrated that a relatively rapid 
and satisfactory reduction in the agita- 
tion, restlessness, melancholia, and so on, 
which has plagued him for weeks or 
months past, has occurred. 


Technical Aids 


I now want to describe a recent technical 
innovation that will be found helpful to 
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all who use the Reiter apparatus for pro- 
ducing the convulsive seizure. Let us as- 
sume that the succinyl method of soften- 
ing the musculature has been used, that 
the patient has gone through the con- 
vulsion, and that apnea is present. Or- 
dinarily, one would then immediately 
apply the positive-negative oxygen mask 
and await the few seconds or minute or 
two that may supervene before the pa- 
tient begins to breathe adequately as a 
result of the artificial breathing induced 
by the positive-negative resuscitator. 
However, in a rather large percentage of 
cases, it will be found that the oxygen 
resuscitation is not necessary, because the 
patient often will show a quick respira- 
tory response through the simple expe- 
dient of a few bursts of electrostimula- 
tion with position 1 amplification from 
the Reiter apparatus. Frequently, a 
single minimal stimulation of 2 or 3 
milliamperes is sufficient.* The moment 
that the patient takes a spontaneous in- 
spiration, good color begins to return. 
After three or four normal respirations, 
even the minimal in amplitude, ade- 
quate oxygenation and facial color will 
return. 

Now, I urge that no psychiatrist 
should ever undertake to treat a patient 
unless the proper resuscitator is imme- 
diately available, because one out of 
every six or eight will need this in order 
to re-establish normal respirations. But, 
for those who do not require it, minimal 
electrostimulation can be used, and it 
will be a most satisfying experience to 
see a patient breathe who might not have 
done so, if neither electrostimulation nor 
oxygen resuscitation were available. It is 
never harmful to have at hand more than 
one efficacious method to bring about 
respiratory response. 

Let me reiterate: No physician should 


*That minimal cerebral electrostimulation initiates res- 
piration in the apneic patient was a major discovery in 
the most frequently successful method of resuscitating 
patients comatose from overdosage of barbiturates. 
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ever administer electroconvulsive ther- 
apy with succinyl used to produce mus- 
cular paralysis unless he has immediate- 
ly available the proper oxygen resuscita- 
tive apparatus. I happen to prefer the 
“positive-negative” apparatus because | 
believe it fulfills the requirements of the 
prostrate individual incapable of respira- 
tion. However, there are others who 
favor the “positive” resuscitative appa- 
ratus used in mining accidents, and also 
some continue to use the anesthesiolo- 
gist’s hand-operated, bag-compression, 
positive insufflation oxygenation. 

It is astonishing how many seemingly 
insignificant, yet exceedingly valuable 
technical additions to the administration 
of convulsive therapy will appear in 
one’s everyday work. Here is another 
technical aid whose value was impressed 
indelibly in my mind recently. I am con- 
vinced that there is a definite synergistic 
effect from the simultaneous administra- 
tion of succinylcholine chloride and Pen- 
tothal Sodium. This has been conclu- 
sively proved to me in several ways. 

First, if one administers Pentothal So- 
dium from one syringe, first producing 
anesthesia, and then introduces succinyl 
into the blood stream from another syr- 
inge, a certain threshold of succinyl sus- 
ceptbility will appear—that is, a dose 
of perhaps 16 or 18 mg. will be found 
essential to produce adequate softening 
of the convusion. If, on the other hand, 
one administers exactly the same dosage 
of Pentothal and succinyl together in the 
same syringe, along with the dosage of 
atropine, it will be found that a far 
greater degree of muscular softening or 
paralysis occurs. 

This can be proved time and time 
again in the same patient, in the follow- 
ing manner. By making very careful ob- 
servations and recording an estimate of 
the degree of paralysis accomplished, one 
can follow very carefully a patient’s re- 
sponses throughout a course of treat- 
ment. It will be noted that if one gives 
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the succinylcholine, Pentothal Sodium, 
and atropine all together, a much small- 
er dosage of succinyl will be adquate. For 
example, we find on frequent occasions 
that a dosage of 16 mg. of succinyl with 
180 or 200 mg. of Pentothal Sodium is 
quite adequate to produce full, four- 
plus, muscular paralysis. Yet, if we inject 
the same amount of Pentothal first and 
later give the 16 mg. of succinyl we do 
not get nearly as much paralysis. How- 
ever, if we follow exactly the same pro- 
cedure in the next treatment, but give 
18 or 20 mg. of succinyl, we will get ade- 
quate softening. In fact, we may have to 
give as much as 22 mg. in such a Case, to 
be equivalent to a 16-mg. succinyl dose 
when simultaneously administered with 
Pentothal. 

Because of the reasons given, I am con- 
vinced that it is far better for the patient 
if the Pentothal, succinyl, and atropine 
are given in one syringe, simultane- 
ously and quickly in order to secure ade- 
quate softening of the musculature with 
the smallest possible dose of succinyl. 
This provides a greater safety factor in 
every treatment administered and ob- 
viates giving more succinyl than is 
needed to produce adequate softening, 
thus avoiding the inherent danger of 
prolonged apnea. 


The Tranquilizing Drugs 


In the last few years, versatile biochem- 
ists have discovered that they have a 
partial answer to some of the trouble- 
some mental disorders that beset man- 
kind. Symptoms of excessive anxiety, 
agitation, and a small proportion of hal- 
lucinatory disturbances have improved 
through the tranquilizing effects of the 
ataraxic drugs—reserpine, chlorproma- 
zine, Frenquel, Miltown, and Equanil. 
More recently promazine hydrochloride, 
with less toxicity than chlorpromazine, 
has been added to the list and various 
others will be discovered as time goes 








on. All of these remarkable pharma- 
cologic aids are proportionately more 
necessary for the geriatric than for the 
younger portion of the population. 

Despite the great progress made in our 
treatment of many psychiatric disorders 
by means of tranquilizing drugs, ‘they 
have not proved efficacious in the sphere 
of melancholia, which includes a large 
portion of mentally sick persons. Even 
more important, they may induce melan- 
choly reactions in many persons to whom 
they are administered. Thus, there is 
greater need than ever before for cere- 
bral electrotherapy in the treatment of 
those psychiatric disorders in which 
melancholia plays a part or is the major 
element. 

Reserpine is the most consistently ef- 
fective drug so far discovered for reduc- 
ing vascular hypertension. However, 
since the full effects of this drug develop 
slowly, it may require ten days or longer 
on a continued intake of adequate dos- 
age to induce and maintain a constant 
reduction in blood pressure of perhaps 
20 or more points. For example, one 
often finds that a hypertensive level of 
170 systolic can be reduced and main- 
tained at 150 or even less. 

It is also known that hypertensive 
blood pressure levels can be temporarily 
reduced by cerebral electrotherapy. In a 
patient with blood pressure of 250/118, 
we will often find a reduction to 224/116 
or even lower following the convulsive 
treatment. This reduction may be sus- 
tained for several hours or even the bet- 
ter part of a day. Tranquilization accom- 
panies the hypotensive effect. 

But it has not been known heretofore 
that intramuscular administration of re- 
serpine conjointly with electroconvulsive 
treatment will produce a pronounced 
reduction in blood pressure immediately. 
We have observed this phenomenon re- 
peatedly in hypertensive patients, and 
find this effect to have tremendous thera- 
peutive value in eliminating the hyper- 
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kinesis and furor displayed by certain 
patients after convulsive therapy. In pa- 
tients with bloods pressures as high as 
230 or 250, a reduction of 70 or 80 points 
will be induced by 2 mg. of reserpine, 
given intramuscularly in conjunction 
with electroconvulsive therapy. In a pa- 
tient with a pretreatment blood pressure 
of 310/170, we produced a drop of over 
100 points to 226/130 and, on one occa- 
sion, down to 196/114. This tremendous 
reduction occurred in less than five min- 
utes after use of electrotherapy and re- 
serpine, thus precluding hyperkinesis 
which had lasted thirty to forty minutes 
after previous convulsive treatments 
when no reserpine was administered. 

Diligent must always be taken 
when any of the tranquilizing drugs are 
administered in conjunction with cere- 
bral electrotherapy, since a few deaths 
have been reported in cases in which 
conservative dosage was not adhered to. 
However, there is a probability that 
these deaths could have been prevented 
by positive-negative oxygen resuscitation 
immediately following electrotherapy. 
Thorazine or promazine hydrochloride 
(Sparine) can be used to tranquilize furor 
in the same way, giving the intramuscu- 
lar injection just before the electrother- 
apy, with usual starting dose of 30 to 
35 mg. 


care 


We would advise that when reserpine 
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QUERIES AND THERAPEUTIC NOTES 


Treatment of hemiplegia of an old person 


ina private home 


MARJORY WARREN,-M.D. 
ISLEWORTH, ENGLAND 


Q. When an elderly patient with hemi- 
plegia is not moved to a hospital for 
treatment, can anything be done for him 
at home? 


A. Certainly a great deal can be done 
by relatives and friends, by nurses and 
others, from both a preventive and a 
therapeutic aspect. 


Q. How soon after a stroke can treatment 
be started? 


A. Treatment should be started about 
twenty-four hours after the stroke has 
occurred, when the effects of the initial 
shock have passed off, and should in- 
clude measures to prevent added dis- 
abilities and also those to re-educate the 
paralyzed muscles. 


Q. What equipment is necessary for the 
treatment of the hemiplegic patient? 


A. Fortunately, equipment needed in the 
rehabilitation of a hemiplegic patient is 
simple and inexpensive. Much can _ be 
improvised and easily adapted to a pri- 
vate home. In the early stages, a rope 
pulley tied to the end of a bed, or an 
overhead pulley, may be most helpful. 
In the later stages, essentials include: 

1. A bed-end board, 2 in. by 4 in. by 
4 ft., placed on the floor across the foot 


of the bed to act as a foot-stop. 

2. Rails to aid the patient in standing 
up and sitting down. 

3. Second handrail on stairs. 

4. Tripod or 4-legged stick. 


Q. What can be done for a hemiplegic 
patient in a private home? 


A. From the onset, even while the pa- 
tient remains unconscious, passive move- 
ments of all limbs should be undertaken 
by those nursing the patient—whether 
they are nurses or others—to prevent the 
joints from stiffening. The joint most 
likely to become “frozen” is the affected 
shoulder, which therefore needs diligent 
supervision. The paralyzed upper limb 
should always be placed outside the bed- 
clothes. 

When the patient becomes conscious, 
he should be encouraged to take an ac- 
tive part in his own rehabilitation. Sim- 
ple exercises should include attention 
to thie upper and lower limbs and the 
trunk: 

Upper limb. This is most easily ef- 
fected by the patient clasping the para- 
lyzed hand firmly with the normal hand. 
Then, with his hands clasped, he can 
raise both limbs together above his head, 
flex his elbows by placing his hands al- 
ternately on the right and left shoulders 
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and, with palms together, flex and extend 
both wrists, and supinate and pronate 
the forearms. With the hands once more 
clasped, he can flex and extend the 
fingers and thumb of the paralyzed hand 
with the unaffected hand. 

Lower limb. As soon as the patient is 
conscious, he should be dressed in a 
dressing gown, socks, and shoes, and cared 
for on his bed, not in it. Without the 
restriction of bedclothes, he will have 
maximum freedom of movement and be 
able to move his paralyzed lower limb as 
much as he can. In this position, he will 
attempt extension, adduction, 
and abduction with the aid of his good 
limb. 







recovery of trunk muscles is essential if 
future rehabilitation is not to be ham- 
pered. The trunk can be exercised simply 
by sitting up and lying down from a 
prone or semiprone position. The pa- 
tient can do this either by folding his 
arms and making the attempt without 
aid, or by holding on to a bed-end rope 
pulley, and pulling himself up. 









Q. At what stage can the patient get up? 





A. It is impossible to give an exact time 
as many factors are involved. In an aver- 
age case, the patient is out of bed about 
ten to fourteen days after the incident. 
In cases of obesity or great helplessness, 
a longer time on his bed may be neces- 
sary. 






flexion, 
























Trunk. At this stage, attention to the 








ADVANCING AGE INCREASES the risk of ill health, according to a study of 
elderly persons in Sheffield, England. Interesting sex differences in the 
incidence of several conditions suggest that endocrine or occupational 
factors may be of etiologic importance. The social-class conditions, 
including previous occupation, present income, and place of residence, 
appear to be of importance in determining health in the elderly. 
Elderly people living alone are on the whole less fit than married 
couples. In elderly women, obesity is to some extent related to ill 
health. Mental factors characteristic of the elderly, such as apathy or 
forgetfulness, may adversely influence health by leading to neglect of 
cleanliness and to a monotonous and inadequate diet. Working after 
the retiring age has no effect on physical health. 

Adequate physical activity, avoidance of an excessive consumption 
of fatty foods, and control of body weight are practical measures to 
help reduce illness in the elderly. Residence in a crowded industrial 
area where the air is heavily polluted may be an adverse factor, par- 
ticularly with regard to chronic respiratory disease. Malnutrition is 
more common in elderly persons than in any other age group. 


W. HOBSON and J. PEMBERTON: Health of the elderly at home. Brit. M.J. No. 4967: 
587-593, 1956. 
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Automation and aging 


ROLONGING LIFE has become almost a 

fetish during the last fifty years. Now 
we are realizing that aging with disabil- 
ity is not an ideal desideratum, and mil- 
lions of dollars are being spent in re- 
search to obtain knowledge so that we 
can prevent degenerative disease, length- 
en the work span, and forestall disability. 

At age 50 to 65, the morbidity from 
cardiovascular disease, arthritis, osteo- 
porosis, obesity, diabetes, alcoholism, 
and mental disease has been on the up- 
grade. Fifteen years later, when the sur- 
vivors reach 65, life expectancy and fu- 
ture health are more assured than at age 
50. Life expectancy is then twelve years; 
at 65 to 70 it is increased by nearly ten 
years, and cannot be altered much 
through medical science. If you live to 
70, you have a very good chance of living 
to 77, and preventive medicine is ex- 
tremely limited in its effects after a per- 
son is 70 years of age. Therefore, it is in 
the age group between 50 and 65 that 
good health is most important, and medi- 
cal advances are most necessary. A tele- 
vision program devoted to the health 
and activity of septuagenarians and octo- 
genarians is entirely beside the point, as 
no medical science operated here. Hered- 


HUGH PAYNE GREELEY, who retired from the 


Lahey Clinic in September 1956, is now in con- 
sultation practice in Madison, Wisconsin. 
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ity was the lucky star under which these 
individuals were born. 

What are the present tendencies? First, 
there is automation with its countless 
labor-saving devices, forecasting the 
push-button age. Its accomplishments in 
industry are already well known. It is 
unnecessary to recount them in the man- 
ufacture of steel, where production may 
soon be carried on without human ef- 
fort, in the auto industry, where 200 
men may be replaced by one man oper- 
ating buttons; or in countless other 
inventions where the finished product is 
turned out automatically—the machines 
discovering faulty products, and reject- 
ing them without manual labor or in- 
spection by human hands. 

In the home, day and night, the tele- 
vision and radio tell us about cleaning, 
dishwashing, and cooking devices; re- 
frigerators; washing, drying and ironing 
machines; television sets; garage doors; 
lawn mowers designed so that the opera- 
tor does not stoop or lift a hand; con- 
tour chairs and slumberland mattresses 
in which one can sit or sleep without 
motion; playgrounds turned into park- 
ing lots; drive-in theatres where patrons 
watch and are fed without leaving their 
cars; golf on wheels; cars that drive them- 
selves; concrete roads without a jar or 
jolt; and so on, ad infinitum. 

It all started with God’s curse on 
Adam, who would have basked effortless 
in the Garden of Eden, but, because of 
his sinning, work was laid upon him: “In 
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the sweat of thy face shalt thout eat 
bread, till thou return unto the ground.” 
Mankind has gone a long way to remove 
this curse—from the seven-day week and 
ten-hour day to the five-day week and 
eight-hour day. The thirty-hour week 
with portal-to-portal pay is just around 
the corner. The latter will mean an hour’s 
drive or longer in one’s car at full pay. 
Added to this is compulsory retirement 
for men at 65 and for women, who are 
tougher and longer-lived than men, re- 
tirement at 60. 

This will create a new leisure class. 
Medicine adds to this greater leisure a 
longer and longer life span. What are 
the chances in the next generation of 
lessening the ills of people between 45 
and 65 years of age? 

First, what are these ills? Cardiovas- 
cular diseases have been increasing rapid- 
ly. Obesity and arthritis, although not 
fatal, increase disability and reduce well- 
being. Accidents have been increasing by 
leaps and bounds. For every person killed 
by accident, a vastly greater number are 
wholly or partially crippled. Nervous 
and mental illnesses, both functional and 
organic, are greater in the older age 
groups and will increase when these in- 
dividuals are without interests and con- 
tinued activity and employment. We can- 
not keep this group active by sending 
them all to Congress or to the legisla- 
‘ure! Diabetes and alcoholism are _ per- 
haps leveling off. Newer infections have 
appeared as a result of the antibiotics 
and the increasing number of resistant 
strains of infectious agents which attack 
the older age group. 

The conquest of all the degenerative 
diseases is still a long way off. But if 
new discoveries should come soon, what 
will the factors which we are setting in 
motion do to retard or prevent the re- 
sults to be expected from them? 

Here we must consider inactivity and 
alimentation and their effects on health 
and aging. Is a retired older worker, with- 
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out resources and with an ever-increasing 
social security, keeping his health or is he 
a prey to hastening degeneration? Does 
one keep an old horse in the stable to 
grow fat and stiffen? Is osteoarthritis or 
osteoporosis prevented by inactivity? 
Hardly. Does a retired laborer who has 
nothing to interest him lose his appetite 
and interest, or fatten and succumb to 
the processes of aging? Are the active 
joints the ones most affected? No. The 
temporomandibular joint is involved in 
only 0.5 per cent of all the joints af- 
fected. This “bawl and sock it” joint is 
spared. ‘The body is made to use, muscles 
to contract, and joints to move. Disuse 
and fat accumulation hasten obesity, dia- 
betes, hypertension, and cardiovascular 
disease. The active diabetic person is the 
healthiest. Who is the most healthy in- 
dividual: the overweight retired work- 
er with a basal metabolic rate of -16 to 
-20 per cent, or the thin one with a rate 
of 0 to +-10? Does this differential have 
significance for health? I think so. 

Why the insistence on weight reduc- 
tion and activity? Why the extensive rec- 
ommendations for physiotherapy? Why 
not the do-it-yourself plan? Why not Cal 
Coolidge on his bicycle or the return of 
the rocking chair, instead of the uphol- 
stered chair which is little more than a 
different kind of bed from which older 
persons can scarcely rise after an evening 
of watching television? The rocker, on 
the other hand, moves hips, knees and 
ankles, and is a painless, pleasant, do-it- 
yourself physiotherapy. The disability 
from arthritis in the aged is due more to 
disuse, overweight, and misuse (posture) 
than to abuse or overwork. 

Can anyone deny the benefits of work 
and continued activity in an aging popu- 
lation? Can anyone deny that the present 
economic order is working against this 
kind of life? In the surgical field, what 
has early ambulation done? The ques- 
tion answers itself. Are coronary patients 
kept bedfast as they were fifteen years 











ago? The value of activity is being recog- 
nized by physicians everywhere. ‘Twenty 
years ago exercise after age 40 was for- 
bidden. At many of my class reunions, 
I have been told that the-only exercise 
some of my classmates had was as pall- 
bearers to those of the clan who believed 
in sports—but those days are going! 

Prevention of stress and strain and 
nervous tension, control of weight, ac- 
tivity, research into dietary control, and 
the prevertion of arteriosclerosis are 
among our major concerns. In time this 
will produce a big harvest, we hope. 

Meanwhile, the aging processes under 
the present social and economic forces 
go on unabated or at an increasing rate. 
A man was once considered old at 70, 
now is retired on account of age at 65, 
and, if he is seeking a job in most fields 
of endeavor, is old at 40 and often un- 
employable at 45. Shall we not become 
overburdened with elderly invalids and 
the greatly rising costs of medical care 
before we attain that Utopia of the elder- 
ly who are fit and free of disease and 
employed? ‘The important feature of this 
discussion is not those persons 65 years 
of age and older but those aging between 
50 and 65. 

Let us face the facts. According to 
Irving Fisher, man may prolong his life 
to 150 years. Whatever the increase in 
the life span for generations to come, 


this will mean a vastly increasing num- 
ber of the partially or wholly disabled 
and unemployable in the near future. 
There are two important reasons for 
this: our present success in promoting 
the survival of the unfit, and our equal 
success in prolonging the lives of the fit. 
Heredity is no longer such a vital racial 
factor. 

Let us bear in mind the ancient Greek 
myth of Eos (Aurora) who became en- 
amored of the beautiful youth, Tithonus, 
and persuaded Zeus, her father, to give 
him immortality. As Tithonus grew old 
and decrepit, she became sick of her bar- 
gain, and to rid her of this senile lover, 
Zeus was finally persuaded to turn him 
into a grasshopper. Alas, Aurora had 
failed to ask for his eternal youth and 
health. 

If medical science succeeds only half 
way and we have millions of the unem- 
ployed and partially disabled, the an- 
cient myth will be fulfilled and what a 
“plague of locusts” we will have! Or per- 
haps another Osler will come along and 
resurrect Trollope’s “Fixed Period” fan- 
tasy of retirement at 60, two years of con- 
templation and then chloroform! 

HUGH P. GREELEY, M.D. 
Madison, Wisconsin 


(Adapted from an article “Automation and 
Aging,” Lahey Clinic Bulletin 10: 10-14, 1956.) 


GROWING OLD is no more.than a bad habit 


which a busy man has no time to form. 
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Bone Structure and Metabolism 


Ciba Foundation Symposium. G. E. W. WOLSTEN 
HOLME and C. M. O'CONNOR, editors, 1956. Bos- 
ton: Little, Brown and Company. 293 pages, 
$8.00. 


The Ciba Foundation is an international center 
where scientists are encouraged to meet infor- 
mally to exchange facts and ideas, mainly at five 
international symposia which are held each year. 
The proceedings of these conferences pass on to 
a wide audience the findings and speculations of 
outstanding workers from many countries. 

The first papers of this volume deal with the 
more fundamental approach to the structure and 
metabolism of bone. The sections proceed from 
biochemistry to physiology, and finally to clini- 
cal medicine. This arrangement of subject matter 
indicates that we are always ultimately depend- 
ent on the basic scientist, whose work we must 
make serious efforts to comprehend. 

The papers cover many aspects of many sub 
jects. Each contributor knows a great deal about 
certain narrow aspects and is aware of his ignor- 
ance of almost everything else. A partial list of 
the subjects covered includes: structure of bone 
from the anatomic to the molecular level; the 
histologic remodeling of adult bone; fibrogenesis 
and the formation of matrix in developing bone; 
the mucopolysaccharides of bone; autoradio- 
graphic studies of the formation of the organic 
matrix of cartilage, bone, and teeth; and the 
magnesium content of bone in hypomagnasemic 
disorders of livestock. Other subjects include the 
mechanism of nutrition in bone; the repair of 
fractures using P*; metabolic studies on vitamin 
D; variations in sensitivity to vitamin D; para- 
thyroid function; vascularity of bone; and ex- 
perimental bone disease, with bone as a critical 
organ for the deposition of radioactive materials. 

The participants in this symposium are out- 
standing experts of considerable geographic dis- 
tribution. The subjects are of current interest 
and are highly technical. The composition is 
good. This volume will be of special value to 
the research worker as a reference and record, 
but it is not for the general practitioner nor for 
the geriatrician, except the physician especially 
concerned with bone structures. The price is 
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prohibitive and, while the title is not misleading, 

your reviewer was disappointed in the general 

contents. 

PHILIP LEWIN, M.D. 
Chicago, Illinois 


Paper Electrophoresis 
(Ciba Foundation Symposium) 


G. E. W. WOLSTENHOLME AND ELAINE C. P. MILLAR, 
editors, 1956. Boston: Little, Brown and Com- 
pany. 224 pages. $6.75. 


This volume, comprising contributions by 22 
participants in a Ciba Foundation Symposium, 
presents a comprehensive treatment of method 
ology and results in this rapidly growing field. 
Professor Grossmann notes that, since 1937 when 
K6nig introduced the method, some 4,000 reports 
have appeared dealing with the theory, methods, 
and applications of paper electrophoresis. 

Of particular interest to physicians is the fact 
that numerous clinical tests can be performed 
with great simplicity and adequate accuracy by 
these methods. Already it is possible to analyze 
separately but simultaneously in one sample for 
proteins, lipids, and protein-bound carbohy- 
drates. Free electrophoresis would not permit 
such separate analyses. The material in this vol- 
ume is meant primarily for research workers. 
Many applications to clinical problems are pos- 
sible with this important tool. 

MAURICE B. VISSCHER, M.D. 
Minneapolis, Minnesota 


Recreation for the Aging in North Carolina 


Institute for Research in Social Science, 1954. 
Chapel Hill: University of North Carolina. 217 
pages. 


This large volume is a fine piece of work that 
provides excellent motivation for real action in 
old-age program planning in North Carolina. 
Sound suggestions are offered for methods of de- 
termining the specific recreational needs of older 
people which could well be adapted by other 
states and communities. 

One of the best points brought out is the real 
need to establish relationships between work and 
recreation throughout life. Proper emphasis is 
placed on the problem of older people who do 
not take advantage of resources which will help 
them maintain the necessary balance with all the 
basic concerns such as health, education, work, 
recreation, and religion. If older people will not 
seek out the recreational facilities of outside 
agencies which they so desperately need, then 
these resources should come to the recreational 
agency where we find so many of our older 
population. 

JEROME KAPLAN 
Minneapolis, Minnesota 
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Rest and Movement in Treatment 
of the Elderly Patient 


G. A. Lawson. Mod. Med. Canad. 11: 117-126, 
1956. 


While rest is traditionally sanctioned as treat- 
ment for elderly patients, excessive inactivity can 
be dangerous. Excessive bed rest results in a 
weak, listless patient. Bowel and bladder func- 
tions are impaired; decubiti develop; inactive 
muscles atrophy; joints become stiff; bones de- 
mineralize; phlebothrombosis, pulmonary  in- 
farction, cerebral vascular accidents, and hypo- 
static pneumonia threaten. 

Inflammation requires that the affected mem- 
ber be kept at rest, but when the inflammation 
subsides, restricted activity should be initiated. 

Joint contractures are prevented by exercise 
and by placing a pillow under the heels, ex- 
tending the knees fully. The patient should lie 
on his abdomen or side two or three times a 
day, with the hip joints extended. Improper 


Wilkins, R. W.: 
Mississippi Doctor. ~~ 
30:359, 1953. Wilkins, 

R. W., and Judson, W. E.: 
New Englond Jrl. of Medi- 
cine 248:48, 1953. Duncan, 
Garfield G.: Philadelphia 
Medicine 51:24, 1956. 
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positioning and lack of movement result in knee- 
joint flexion contractures, which are caused by 
spasms of flexor muscles, and are best relieved 
by putting the joints at rest on splints. Heat is 
supplied with an infrared lamp, and extension 
exercises are performed. The splints are used at 
night for a week or two after full extension is 
attained. Pressure sores resulting from prolonged 
application of splints must be prevented. 

Degeneration of the rotator cuff with or with- 
out calcific tendonitis results in shoulder pain; 
the muscles of the shoulder girdle become spas- 
tic and may atrophy. The condition may be 
associated with cervical osteoarthritis. Applica- 
tion of infrared heat and progressive range mo- 
tion exercises over prolonged periods are required 
to achieve painless movement in the shoulder 
joint. 

Careful positioning and the use of a foot 
board and cradle, as well as sand bags to prevent 
external rotation of the thigh, are essential for 
hemiplegic patients. Adduction contracture of 
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the shoulder joint is prevented by placing a pil- Degenerate changes, primarily that of fatty de- 
low in the axilla. An overhead bar encourages generation, are occasionally observed in cells of 
the patient to move himself, and prevents pres- the autonomic ganglia together with an increase 
sure on the shoulder joints. Stretching of fingers in interstial substance. Similar variations are 
and wrist should be done by increasing flexion, found in the spinal cord after 30 years of age 
since extension stimulates the flexor muscles to and which become quite definite by age 60. 
contract. Patients should be encouraged to get Pigmentation appears to be a constant finding in 
out of bed, and to remain ambulatory as long — subjects from the fifth decade onward. 


as possible. After an initial gradual increase in the gross 
weight of the brain up to 30 to 34 years, a slow 

Changes in Nervous System with Age uniform loss takes place. The maximum decrease 
H. H. Wicox. Pub. Health Rep. 71: 1179-1184, which occurs between the third and tenth dec- 
1956. ades is about 11 per cent of the total weight. 


There is a close physiologic correlation between 
aging and decreased cerebral blood flow with 
reduction in oxygen consumption. Fairly pro- 
nounced loss in the number of neuronal ele- 
ments in the brain is also seen. Whether this is 
the direct result of relative vascular insufficiency 
and decreased oxygenation or manifestation of 
distinct aging process of nervous tissue cannot be 
definitely established. 


In nervous tissue, the normal physiologic 
changes accompanying the process of aging may 
be subtle and extremely difficult to separate from 
various internal and external influences such as 
disease and trauma which may coexist. Artifacts 
or postmortem alterations may compound this 
difficulty in studying senile changes. 

In the fourth decade, there is increase in con- 
nective tissue in the peripheral nerves with re- 


duction in blood vessel lumen which ultimately Urinary Incontinence 


results in decrease in the nerve fibers. A con- A. A. MARCHETTI. J.A.M.A. 162: 1366-1368, 1956. 
tinual loss in conduction velocity is noted after Urinary stress incontinence, usually the result of 
about the fifth decade along with the other al- birth trauma or a sequel to vaginal surgery, is 
terations. (Continued on page 52A) 
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relieved in 84 per cent of the cases by simple 
vesicourethral suspension. 

Stress incontinence must be differentiated from 
incontinence, and when the two coexist, 
urge incontinence must be treated first. In diag- 
nosis of stress incontinence, neurologic, urologic, 


urge 


psychosomatic, obstetric, and gynecologic etiology 
must be excluded. 

The diagnosis is confirmed by the urethal 
elevation test. The bladder is filled with 250 cc. 
of saline, and the patient’s ability to demonstrate 
urinary control while coughing or sneezing is 
tested in the lithotomy and standing positions. 
If the patient demonstrates urinary incontinence, 
the bladder is again filled, the urethra and the 
neck of the bladder are elevated and supported 
behind the symphysis pubis with two digits in 
the vagina, and the test is repeated. The fingers 
should not be placed lateral to the urethra to 
avoid obstructing the urethral lumen. If urinary 
continence is thus achieved, a probable success- 
ful outcome of a vesicourethral suspension is 
predicted. 

The preferred method of surgery is the simple 
vesicourethral suspension of Marchetti, Marshall, 
and Krantz. The operative procedure is relative- 
ly safe and simple; its effectiveness depends on 
careful patient selection based on detailed diag- 
nostic procedures which include complete uri- 
nalysis and culture, endocystoscopy, and the ure- 
thral elevation test. 


Physical Measures in the Aged 


D. L. Rosr, E. B. Suires, and W. S. ALYEA. 
J.A.M.A. 162: 1524-1526, 1956. 


Correction of habitual underventilation and 
early ambulation make striking contributions to 
exercise tolerance and mental attitudes of elderly 
patients. Most older patients have vital capacities 
50 per cent below normal, but the resting minute 
volume usually approaches normal values. Evi- 
dently, elderly people are breathing very near 
their limit of respiratory ability. 

Vital capacity increases promptly with a pro- 
gram of simple breathing exercises which pro- 
mote full rib cage expansion and improvement 
in diaphragm excursion. Intermittent positive 
pressure breathing is helpful for pulmonary em- 
physema or atony of thoracic and abdominal 
musculature and loss of elastic recoil of the rib 
cage during expiration. The _ positive-pressure 
machine is a flow-sensitive cycling valve with 
mouthpiece, gauges, and regulators for oxygen 
concentration and aerosol bronchodilators. An 
exsufflator (Cofflator) helps eliminate bronchial 
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secretions. This device inflates the lungs to 30 
to 40 mm. Hg, then quickly reverses to a nega- 
tive pressure of 20 to 40 mm. Hg. This proce- 
dure will produce an expiratory volume flow 
rate several times greater than a cough. 

Breathing exercises repeated throughout the 
day, intermittent positive-pressure breathing be- 
fore and after exercise, and 3 to 5 Cofflator 
coughs daily produce improvement in nearly 
every case. Exercise tolerance increases, fatigue 
after exercise decreases, and general physical, 
abilities multiply. Vital capacity increases up to 
1,000 cc. in the most handicapped patients. In 
addition, improved outlook, spontaneous cheer- 
fulness, greater emotional stability, increased 
attention span, and desire for self-help often fol- 
low treatment. 

Early ambulation is more important than con- 
centrated exercise of weakened muscles. Very 
early use of the standing table permits muscle 
re-education, balance work, and breathing exer- 
cises without fear of falling. As soon as _ possi- 
ble, forward, backward, and side-to-side walking 
in parallel bars or with assistance is attempted. 


Mental Reaction to Trauma and 
Hospitalization in the Aged 
E. M. Litin. J.A.M.A. 162: 1522-1524, 1956. 


Hospitalization of elderly people may lead to 
delirium, which may be prevented by maintain- 
ing orientation through relatives at the bedside, 
light in the room, avoiding sedation, keeping 
familiar objects in the room, and observing fa- 
miliar rituals. The more deficient, immature, or 
neurotic are the psychologic adaptations from 
earlier years, the smaller is the stress required 
to produce disorganized behavior. Trauma or 
acute illness alone produce serious physical, emo- 
tional, and social stress. Hospitalization also pro- 
motes disorientation in older people because of 
the strange surroundings combined with impair- 
ment of recent memory and inability to main- 
tain a spatial image without repeated visualiza- 
tion. The delirium is characterized by complete 
disorientation, some degree of agitation, and, in 
severe cases, destructiveness and incontinence. 
Depressive reactions, acceleration of senile de- 
mentia, or reactivation of neurotic reactions may 
also occur. 

Patient, careful, simple, and repeated explana- 
tions regarding the injury or illness are essen- 
tial. Relatives should be asked about special 
habits that might be admissible within the hos- 
pital routine. Sedatives and narcotics should be 
avoided. If restlessness, irritability, easy mental 
fatigability, mild confusion, and increased loss 
of recent memory occur, surgical procedures 
should be postponed and a relative enlisted to 

(Continued on page 55A) 
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because when depression, mental confusion, emotional 
lability, irritability, or antisocial attitudes are part of the geriatric 
‘syndrome...an analeptic may be indicated rather than a tran- 
quilizer. The gamut of symptoms caused by hypoxia are effec- 
| tively relieved or reversed by the cerebral stimulation of 

ANALEPTONE elixir or tablets. 

Formula—Elixir, 1 teaspoonful: pentylenetetrazol, 200 mg.; niacin, 100 mg.; 
) Peptenzyme® Elixir q.s.—Tablets: pentylenetetrazol, 100 mg.; niacin, 50 mg.; 


pepsin 1:10,000, 5 mg. Dosage—'2 to 1 teaspoonful or 1 to 2 tablets, one to 
three times per day. Available—in bottles of 8 fl. oz. or 100 tablets. 


*T.M. 





-ED & CARNRICK Jersey City 6, N.J. 





The older man in industry needs the 
help of doctor, management, and home- 
maker... to extend his years of produc- 
tivity. 

A recent study of presumably healthy 
men in business showed nearly one-third 
to be obese. Many suffered from diseases 
of nutritional origin or requiring special 
dietary treatment. 

Obesity is associated with increased 
incidence of many serious diseases . . . 
chronic illnesses occurring with about 
twice the frequency among obese indi- 
viduals 40 to 59 years of age as among 
those of normal weight. At all ages, more 
deaths occur among the obese. Evidence 
indicates obesity is becoming more fre- 
quent among men... increasing the 
health hazard during middle years. 

Mechanization of industry increases 
the value of the skilled and experienced 
worker . . . while decreasing his physical 
activity and energy needs .. . and in- 
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creasing his need for choosing foods of 
high nutrient content in relation to calo- 
rie value. Milk is such a food. 

Three glasses of milk a day... to 
drink . . . used in food preparation . . . as 
cheese or ice cream . . . will provide all 
the calcium needs of men... and supply 
generous amounts of high quality protein 
and other essential nutrients. 

In planning meals to maintain and ex- 
tend productivity of the man in industry, 
milk and milk products are foundation 


‘foods for good eating and good health. 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 
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(Continued from page 52A) 
stay with the patient. A light should be left on 
at night. Whisky, brandy in eggnog, or chlor- 
promazine may be used to reduce agitation. 
Early ambulation and occupational therapy are 
helpful. If delirium threatens exhaustion or 
death, the patient is transferred to a psychiatric 
ward. 


Mitral Stenosis in Patients 
Over the Age of Seventy 


0. KLOvsTAD. Acta med. scandinay. 156 (suppl. 
$19): 99-103, 1956. 


Mitral stenosis should be suspected when signs of 
coronary heart disease or aortic stenosis are com- 
bined with auricular fibrillation in elderly pa- 
tients. 

Coronary heart disease and sclerotic changes in 
rheumatic aortic lesions increase with age earlier 
and more frequently in men than in women. 
These two main causes of heart failure in old 
age are also the major reasons for failure in pre- 
viously asymptomatic mitral stenosis. Otherwise 
uncomplicated mitral stenosis may remain free 
of symptoms until death from unrelated causes. 
Therefore, the female-male ratio for mitral sten- 
osis increases with age, reaching 4:1 in the age 
group over 70. 

No special clinical characteristics identify mi- 
tral stenosis patients with prolonged survival 
from the usual cases lasting an average of thir- 
teen to fifteen years. The best indicators of 
prognosis are degree of physical activity, as in- 
dicated by the American Heart Association class 
division, and cardiac rhythm. Poor exercise toler- 
ance and auricular fibrillation forecast early 
death. 

Among 83 patients over 70 with mitral steno- 
sis, 43 per cent had a history of rheumatic in- 
fection. The interval between the initial infection 
and the onset of heart failure was more than 
fifty years in many cases. Rheumatic heart dis- 
ease was usually diagnosed after age 50; it was 
diagnosed after age 70 in 46 per cent. Combined 
mitral-aortic lesions were diagnosed in 37 per 
cent. Auricular fibrillation occurred in 77 per 
per cent of the mitral and in 61 per cent of the 
combined mitral-aortic lesions. Arterial emboli 
in the systemic circuit are usual in mitral steno- 
sis, generally appearing at an advanced age and 
at a late stage of the disease. Embolism was sus- 
pected in 17 of the patients. Cerebral, pulmo- 
hary, or peripheral embolism accounted for 35 
per cent of the fatalities, but heart failure, ac- 
countable for 39 per cent, was the most common 
cause of death. Still, 37 per cent of the patients 
survived more than ten years with heart failure. 
Coronary heart disease was noted clinically in 


47 per cent and, at autopsy, in 88 per cent of 
the mitral stenosis patients. Diastolic hyperten- 
sion was found in 13 per cent. Systolic pressures 
over 140 without diastolic elevation were re- 
corded for 40 per cent of the cases. This hyper- 
tension incidence is scarcely higher than among 
the aged in general. 


Psychological Limitations that Occur with Age 


J. E. BIRREN. Pub. Health Rep. 71: 1173-1178, 
1956. - 


The most significant change in the aged is a 
general slowing of all voluntary responses. These 
changes in the speed of human voluntary re- 
sponse do not lie in either the receptor or effect 
or nervous processes but are primarily phe- 
nomena of the central nervous system and con- 
scious behavior. 

Perceptual difficulty, or inability to compre- 
hend information in order to give an appropriate 
response, contributes to age changes in behavior. 
In one experiment, young and elderly subjects 
were required to judge which of two simultane- 
ously presented lines was the shorter. Each sub- 
ject made a minimum of 48 judgments in a series 
of line pairs which differed in length from 1 to 
50 per cent. The vocal response of the subjects 
interrupted a chromoscope circuit, and this re- 
sponse time was measured to the nearest one- 
hundredth of a second. A significant difference 
in response time between the two age groups 
was found at all levels of difficulty of judgment. 
The response time of the elderly was relatively 
longer, however, when the stimulus difficulty was 
increased. 

To prove that this difference in response la- 
tency was not due simply to the difference in 
speed of vocalization, age differences were studied 
in finger, jaw, and foot reaction time to audi- 
tory stimuli. rain, the reaction time of the 
elderly was significantly slower than that of the 
young. 

Collectively, the evidence shows that 
change in response latency is a general property 
of the central nervous system. Further research 
into the bases of the changes are needed to re- 
duce problems of living caused by the psycho- 
logic limitations of aging. 





age 


Fractures in the Aged 


C. R. Rowe and R. C. Detwiter. J.A.M.A. 

162: 1517-1522, 1956. 
Attention to the general condition of the patient, 
degree of osteoporosis, prevention of joint stiff- 
ness, and adequate supervision of the recovery 
period are needed to achieve good results in 
treatment of fractures in the aged. Elderly pa- 
tients must be turned frequently to prevent pul- 



















monary stasis, pressure sores, urinary stasis, and 
fecal impaction. Restraints and narcotics add to 
mental confusion and restlessness. Aspirin, co- 
deine, and chlorpromazine may be helpful. 
Elderly people without serious complicating 
conditions are good operative risks. Careful eval- 
uation of the patient and 
needed to determine if the degree of osteoporosis 
exhibited will contraindicate internal fixation. 
Intramedullary more satisfactory in 
osteoporotic bone. Estrogens to stimulate osteo- 
blastic activity, promote growth 
of muscle mass and appetite, and high protein 
useful Preoperative studies 
determination of hemoglobin and non- 
protein nitrogen levels, urinalysis, electrocardio- 
graphy, and films. Pentobarbital sodium, 
0.1 gm., and 0.6 mg., are adequate pre- 
medication. Nitrous oxide supplemented by ether 
as needed for relaxation is the best anesthetic 
for poor-risk cases. Nerve blocks are safe in ex- 


roentgenograms are 


fixation is 

testosterone 
diets are adjuncts. 
include 


chest 
atropine, 


perienced hands. 

Fractures of the upper extremity heal readily, 
but stiff, painful fingers or limited motion in 
arm joints quickly supervene. Careful position- 
ing and exercise of free joints as soon as possible 
No attempt is made to 
fractures unless dislocation or 


help prevent disability. 
vertebral 


reduce 





facet instability occurs. Muscle-setting exercises 
should begin early. Ambulation in a well-fitting 
corset is permitted within two or three weeks. 
In fractures of the lower extremity, mechanical 
aids are used when possible to permit early 
ambulation. 

Organized long-term care during recovery after 
hospitalization is urgently needed. Local, state, 
and federal governments should supply help 
patterned after state programs for crippled chil 
dren. 


The Influence of Carbutamide on Thyroid 
Function in Older Men and Women 
With Diabetes Mellitus 
7: 
ERK. Diabetes 6: 


MCGAVACK, W. SEEGERS, H. and v. 


80-82, 1957. 


HAAR, 


The presence of a sulfonamide grouping in car- 
butamide raises the question of whether lowered 
thyroid function results from its long-term use in 
diabetes mellitus. A single 4-gm. dose of car- 
butamide usually depresses the uptake gradient 
of thyroid for tracer doses of I'**. A depression 
of the radioiodine uptake by the thyroid de- 
veloped in older patients who were given 2.0 gm. 
carbutamide daily for nine weeks. 


For NERV O}/S indigestion 
... and GI SPASM 


Convertin-H fortifies the important gastric and 
Senge pi enzymes for efficient digestion of proteins, 
fats, and carbohy drates. 


Convertin-H 


Fortified digestive enzymes 
WITH ANTISPASMODIC 
COMPOSITION: Each Convertin-H tablet contains: 


In sugar-coated outer layer 
Homatropine Methylbromide................. 0.0.0.0 cee eeees 2.5 mg. 
























Betaine Hydrochloride Pee schcd esis atets hielo ace es mien ae 
(providing 5 minims diluted Hydrochloric Acid, U.S.P.) 


130.0 mg. 


MORI MMIN OREO eel, oa Sins co hic cen ESR os Adame 1/600 gr. 

In enteric-coated inner core 

MEU TI ROD sr aay cet, Cys ate oc ais Swi eaee 62.5 mg. 
(equiv. to Fadi daot 3 U.S.P. 250 mg.) 

LE A” re ee rr ere ee ee 50.0 mg. 


DOSE: One or two tablets with or just after meals. 
SUPPLIED: In bottles of 84 and 500 tablets. 






Send 
for Samples 





B. F. ASCHER & COMPANY, INC. Ethical Medicinals * Kansas City, Mo. 





d 


£ < Controls nervousness and tension in the older patient 








Many agitated senile patients respond remarkably to 
‘Compazine’, the new S.K.F. tranquilizer and antiemetic. 
As nervousness and tension are diminished, patients become 
calmer and more cooperative. Often older patients take a 
new interest in their homes and families and once again 


contribute to the normal daily routine. 


Vischer’ treated a 76-year-old woman for the relief of ex- 
treme nervousness and tremors. He found that “after 
less than three weeks treatment with proclorperazine 
[‘Compazine’], 15 mg. daily, she no longer had any trem- 
ors, was substantially less nervous and reported: “Doctor, 


I feel like doing and going.’ ”’ 


‘Compazine’ is rapid-acting, highly effective and has 


shown minimal side effects. Available: 5 mg. tablets in bottles of 50. 


: * 
a true tranquilizing agent 


Smith, Kline & French Laboratories, Philadelphia 


1. Vischer, T.J.: Unpublished data from Clinical Study of Proclorperazine, 2 New 
Tranquilizer for the Treatment of Non-Hospitalized Psychoneurotic Patients. 
* Trademark for proclorperazine, S.K.F. 





























For geriatric patients 


with delicate digestions 


Wheatena is so digestible it 
can easily be taken by many 
infants three months old. Made 
by toasting together the wheat 
heart, farina and bran, this all 
wheat cereal is very carefully 
processed at every stage to 
keep it pure and wholesome. 

Wheatena is so delicious that 
it tempts your patients to eat 
breakfast. And Wheatena is 
manufactured without salt or 
sugar. 

Digestible, delicious—that’s 
Wheatena. Write for your 
free sample of 
Wheatena. Sug- 
gest Wheatena 
to all your 
patients. 

The Wheatena 


Corporation 
Rahway, N. J. 


Activities and 


Announcements 


Spring Conferences on Aging 

Coming conferences which have slated one or 

more sessions on aging include the following: 

April 16 and 17—National Vocational Guidance 
Association, Older Worker Section. Mrs. Helen 
Randall, chairman. 


April 30 and May 1—Institute on Aging, San 
Diego State College, San Diego, California. 
Oscar J. Kaplan, program chairman. 

May 3 and 4--Western Gerontological Society, 
San Francisco, California. Oscar J. Kaplan, 
program chairman. 

May 8—Biennial Convention, National League 
for Nursing. Eleanor Kunitz, secretary program 
committee, 2 Park Avenue, New York 16. 

May 13 to 17—Vancouver Seminar on Aging. Dv. 
Gordon §S. Fahrni, chairman, Committee on 
Welfare of the Aged, 101 Pacific Medical 
Building, 1665 W. Broadway, Vancouver 19, 
B.C. 

May (late)—Gerontological Research Foundation, 
St. Louis, Missouri. Dr. William B. Kountz, 
chairman. 


June 12—New England Conference on Aging, 
Amherst, Massachusetts. The theme will be 
“Aging—Progress and Action in New England.” 

June 24 to 26—Tenth Annual University of 
Michigan Conference on Aging, Ann Arbor. 
Dr. Wilma Donahue, director. 


July 7 to 11—Jnstitute on Employment of Older 
Workers. Mrs. Helen S. Wilson, Extension Spe- 
cialist, Problems of the Aging, University of 
New Hampshire, Durham. 


Gerontological Society Meeting 

The Tenth Annual Scientific Meeting of the 
Gerontological Society, Inc., will be held at the 
Cleveland Hotel, Cleveland, Ohio, October 31 
through November 2. Abstracts of papers to be 


‘considered by the program committee should be 


sent before July 1 and should be submitted in 
triplicate and double spaced. Those abstracts 
dealing with biologic sciences should be sent to 
Dr. Albert I. Lansing, Department of Anatomy, 
University of Pittsburgh School of Medicine, 
Pittsburgh 13; those with clinical medicine, to 
Dr. Joseph T. Freeman, 1530 Locust Street, Phil- 
adeiphia 2; those with psychologic and _ social 
sciences, to Dr. Wilma T. Donahue, University 
of Michigan, 1510 Rackham Building, Ann Ar- 
bor; and those with social welfare, to Miss Flor- 
ence E. Vickery, San Francisco Senior Center, 
Polk and Beach Streets, San Francisco, California. 
(Continued on page 60A) 
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Promethazine Expectorant with Codeine Plain (without Codeine) R 
Philadelphia 1, Pa 

































Dizziness in the elderly patient with 
arteriosclerosis 











€¢ 


en of the fifteen patients [with 
arteriosclerosis and hypertensive cardio- 
vascular disease] studied were completely 
relieved of the vestibular symptoms... 
[after being] placed on Dramamine in 
doses varying from 25 to 100 mg. four 
times daily.” 


Goldman, I. R.; Stern, N. S., 
and Stern, T. N.: The Use of 
Dramamine in Vestibular Dis- 
turbances Complicating Hyper- 
tensive and Arteriosclerotic 
Heart Disease, Am. Heart J. 
42:302 (Aug.) 1951. 


for dramatic, nedulta, 


ramamine’ 


Brand of Dimenhydrinate 





Activities and Announcements 


(Continued from page 58A) 


Fourth International Gerontological 
Congress 


Scientists and others experienced in fields asso- 
ciated with various aspects of aging as well as 
interested laymen will meet at the Fourth In- 
ternational Gerontological Congress to be held 
from July 14 to 19 in Merano, Italy. Professor 
Enrico Greppi, president of the Congress, asks 
that all abstracts of papers to be presented at 
the meeting be submitted to the chairman of the 
North American Committee of Cooperation, Dr. 
E. V. Cowdry, Washington University School of 
Medicine, 660 South Kingshighway, St. Louis, 
Missouri. Because of extremely heavy travel dur- 
ing the summer months, early requests for travel 
reservations should be sent to the official travel 
agent for the Congress, Convoys Travel Agency, 
1133 Broadway, New York 10. 


Congress on Cancer Cytology 


Miami Beach, Flordia, will be host from April 
25 to 29 to the First Pan American Cancer 
Cytology Congress. The Congress is sponsored 
by the Southern Society of Cancer Cytology, the 
Cancer Institute at Miami, the University of 
Miami, and the Cancer Cytology Foundation of 
America, Inc., New York. Inquiries about scien- 
tific exhibits or motion picture presentations 
should be addressed to chairman Dr. Homer L. 
Pearson, P.O. Box 623, Coral Gables, Florida. 


Ford Foundation Grant 


The Ford Foundation has appropriated $500,000 
for the general support of the National Com- 
mittee on the Aging of the National Social Wel- 
fare Assembly. The money is to be used over a 
period of years to establish and maintain an 
information and consultation service to organiza- 
tions and community groups engaging in, or 
wishing to provide or expand, services to older 
people in such fields as employment, housing, 
health, and recreation. It is planned to establish 
a central library of books and pamphlets on the 
subject of aging, including unpublished reports 
of experiments and various organization pro- 
grams. 
e 


Rehabilitation Progress 


According to the new publication, Independence 

for the Handicapped, released by the Depart- 

ment of Health, Education, and Welfare, at least 
(Continued on page 62A) 
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New Carnation Instant, 


self-enriched, offers 








Significant 
advantages 
in low fat 


1/ 4 more protein, richer flavor than 
ordinary nonfat milk! 


Carnation Instant, new crystal 
form of nonfat milk brings a new 
dietary advantage — delicious self- 
enriched nonfat milk. One extra 
tablespoon per glass, or % cup 
extra crystals per quart, provides 
richer flavor and significant nutri- 
tional advantages compared to the 
usual nonfat milk. 


CONVENIENT. Mixes instantly and 





completely in ice-cold water with a 
light stir. Ready to drink, at home 
or away from home, with delicious 
fresh flavor. 


MORE PROTEIN. Self-enriched Car- 
nation Instant provides 4% more 
milk minerals, B-vitamins and pro- 
tein than ordinary nonfat milk — 
actually 41.3 grams of essential 
protein per quart. 


























Activities and Announcements 
(Continued from page 60A) 


1 staff member of every state employment office 
is trained in the selective placement of disabled 
persons. If selective placement is not the only 
answer to the applicant’s problems, then the 
Office of Vocational Rehabilitation supplies med- 
ical care, work, training, and occupational tools. 
According to OVR, 61,000 disabled people have 
been rehabilitated and employed every year for 
the past five However, there are still 
1,000,000 disabled people and their dependents 
on public assistance and, as Dr. Howard A. Rusk, 
head of the Health Advisory Committee to the 
Office of Defense Mobilization, warns, unless we 
do more about using our disabled people, there 
will be 1 physically handicapped, 1 chronically 
ill, or 1 incapacitated person over 65 for every 
able-bodied worker in America by 1980. 


years. 


Meals on Wheels 

This program, which was started by the Light- 
house, a Red Feather Settlement House in a 
congested industrial section of Philadelphia, pro- 
vides many of this area’s older inhabitants with 
two nourishing meals a day, five days a week. 





The program was created when visiting nurses, 
social workers, and local hospitals noted that 
many of these older people often had to be re- 
admitted to hospitals, were physically weakened, 
suffering from malnutrition, and mentally de- 
pressed because they were unable to obtain 
proper food or care at home. The majority of 
the clients of Meals on Wheels are aged and 
infirm, or have a residual disability and need 
this service on a continuing basis. Weekly fees 
are determined according to their ability to pay. 
Upon their acceptance as applicants, they are 
given a physical examination and a psychologic 
test, which are repeated every three months, and 
their dietary history is taken. Present results in- 
dicate a definite improvement in the physical 
and psychologic well-being of these older people. 


Job Counseling for Older Workers 


A $449,550 grant from the United States Depart- 
ment of Labor to State Employment security 
agencies provides for expansion of programs for 
counseling and placement for older persons. Old- 
er worker specialists will be hired in each State 
Employment Security Central Office, and in local 
offices in 70 of the largest cities in the country. 


MENIC 


alleviates 
mental confusion, memory defects, 
and related symptoms 


MENIc combining the analeptic, pentylenetetrazole, with the cerebral vaso- 
dilator, nicotinic acid, is “...safe and simple... practical and inexpensive... 
can be used without hesitation on an ambulatory basis ...especially useful in 
combating symptoms of abnormal behavior ...”! 


1Levy, S.: J.A.M.A., 153:1260-1265, 1953. 


Each scored tablet contains pentylenetetrazole 100 mg. (1% gr.), nicotinic acid 50 mg. 
(% gr.). In bottles of 100 and 500 tablets. Literature and samples available upon request. 


GERIATRIC PHARMACEUTICAL CORP. /sELLEROSE, L.1, N.Y. 
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they love to nibble 


they're “‘protein-poor’ 


R 





Cerofort elixir 


(Critically essential L-lysine with important B vitamins) 


The busy housewife who substitutes cup 
after cup of coffee for three meals a day, 
the teen-age or business girl drugstore 
addict, the adult who cooks for herself 
alone, and the heavy drinker — are apt 
to be among the protein-poor. That is, they 
often do not eat enough protein, and high 
quality protein is particularly lacking in 
their diets. Initially, there are vague com- 
plaints such as malaise and weakness. Edema, 
dry scaly skin, lack of resistance to infection, 
hepatic impairment and weight loss may 
result. 


An average of 20% to 40% of dietary pro- 
tein consists of inadequate cereal or wheat 
protein. You may find a higher figure 
among your nibblers and especially among 
those whose total protein intake is inadequate. 
Palatable Cerofort Elixir contains sufficient 
L-lysine, the essential amino acid—relatively 
deficient in low quality cereal proteins — 
to compensate for this inadequacy and im- 
prove tissue-building value of these foods. 


Cerofort Elixir also provides therapeutic 
quantities of essential B vitamins to poten- 
tiate protein synthesis and improve appetite. 


A daily dose of 3 teaspoonfuls, one with each meal, provides: 


i-Lysine Monohydrochloride . 790 mg.* 
MAIR 6s Va ws ss we 25 mcg. 
Thiamine Hydrochloride. . . . . . 10mg. 
NEI ese ea SM ss 10 mg. 


Available in 8 fl. oz. bottles 


Pyridoxine Hydrochloride . . .. . 2 mg. 

[IGRINONONE «6s se ee 100 mg. 

POs 6 ss ee ae Se 
Alcohol 5% 


*equivalent to 600 mg. t-lysine 


and for the special nutritional needs following major illness, injury or surgery: 


Cerofort tablets (ors 


first with lysine 





WHITE LABORATORIES, INC., Kenilworth, N. J. 
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SPECIAL DIET NEWS 


~ 


They just seem to enjoy themselves more 
with Beech-Nut’s help 


There’s no reason in the world for your patients to be depressed 
at the thought of a special diet. Beech-Nut sees to that by mak- 
ing mealtimes happy times. Only the pick of the crop—the 
finest fruits and vegetables to be found in the market—are 
considered good enough for Beech-Nut Foods. Recommend 
Beech-Nut—special diet patients seem to get more out of life 


’ 


when you do. Beech-Nut Foods, Canajoharie, New York. 
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as nature provides them... 
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Emergency: acutely agitated patient 


You are ready with SPARINE in your bag to cope promptly with 
acutely agitated patients. SPARINE offers immediate action 

to quiet hyperactivity and to facilitate cooperation. Always carry it. 
SPARINE is a well-tolerated and dependable agent when used according 


to directions. It may be administered intravenously, intramuscularly, 
or orally. Parenteral use offers (1) minimal injection pain; (2) no 


tissue necrosis at the injection site; (3) potency of 50 mg. per cc.; Wyeth 


(4) no need for reconstitution before injection. 


® 
Professional literature available upon request. Philadelphia 1, Pa. 


Sparine 


HYDROCHLORIDE 
Promazine Hydrochloride 10-(-y-dimethylamino-n-propy!)-phenothiazine hydrochloride 








Manufacturers’ Activities 


Vitamins for the Patient Over 40 


A new booklet issued by Merck & Co., Inc., defines 
the role of vitamins in keeping this age group 
in top condition. Entitled Why the 40-plus Pa- 
tient Needs More Vitamins, the booklet empha- 
sizes the protection afforded by vitamins, par- 
ticularly with reference to the circulatory, 
nervous, digestive, hemopoietic, skeletal, and en- 
docrine systems. Selected abstracts from articles 
by nutritional and medical authorities and a 
bibliography of 142 references are included. In- 
terested physicians can obtain a copy by writing 
to the “40-Plus” Department, Chemical Division, 
Merck & Co., Inc., Rahway, New Jersey. 
. 


New Drug for Anticholinergic Action 


A new anticholinergic drug, Filmtab Tral, re- 
cently introduced by Abbott Laboratories, North 
Chicago, Illinois, provides potency and high se- 
lectivity and is relatively free of such common 
side effects as blurred vision and dry mouth. 
Filmtab Tral is indicated in the management of 
peptic ulcer and gastrointestinal disorders as- 
sociated with hyperacidity, hypermotility, and 
some spastic conditions. Recommended oral dos- 


age is one 25-mg. Filmtab four times daily, 
usually before meals and at bedtime. This 
dosage should be adjusted to the patient’s re- 
sponse to produce optimal therapeutic effect. As 
with all anticholinergic drugs, Tral is contra- 
indicated in patients with glaucoma and should 
be used with special caution in patient with 
serious cardiac diseases or prostatic hypertrophy. 
* 


Palliative Cream in Lower 
Strength Dosage 


A new, lower-strength form of Pantho-F Cream, 
0.2 per cent hydrocortisone in a stainless white, 
stable, water-miscible cream containing 2 per 
cent pantothenylol, was recently introduced by 
the United States Vitamin Corporation, New 
York City. It has proved economical in cases of 
extensive skin area and in cases needing long- 
continued therapy. It has been effective in ap- 
proximately 90 per cent of cases which respond 
to higher strength topical hydrocortisone. It 
allays inflammation; relieves pain, itching, and 
swelling; checks oozing and edema; reduces crust- 
ing and scalding; and promotes rapid granula- 
tion and healing in eczemas, dermatitis, pruritus 
ani et vulvae, lichen chronicus simplex, and in 
all skin conditions requiring anti-inflammatory 
and antipruritic healing therapy. 








Experience has shown that Spectel Telescopic 


an answer to LOW 


iy 


», 


TELESCOPIC SPECTACLES 


Spectacles effect substantial improvement in 
many cases of low visual acuity. Available in 
two powers, Spectels provide retinal 

magnification of 1.7 and 2.2 diameters. 


VISUAL 
\ 


image 












ACUITY 








Prescribing Spectel Telescopic Spectacles is pri- 
marily an extension of regular refracting routine. = - 
Trial sets are simple to use and moderate in price. 


Full details in Bulletin 302 available from your 
supply house or direct from us. 


“AYN 


KOLLMORGEN 


NORTHAMPTON, MASSACHUSETTS 
Distributed in Canada by Imperial Optical Company 















Idiopathic 


first 
on 
the 
list 


Postencephalitic 


ARTANE 


HYDROCHLORIDE TRIHEXPHENIDYL HCI LEDERLE 


ARTANE is effective in all forms of Parkin- 
sonism, in young and old, cardiac, hyperten- 
sive, postencephalitic and idiopathic types. 
Well tolerated, ARTANE maintains strong 
antispasmodic action over prolonged periods 
of treatment. ARTANE is remarkably free of 
toxic properties, has no deleterious effect 
on bone marrow function. 


Supplied: 2 mg. and 5 mg. tablets, and elixir 
containing 2 mg. per teaspoonful (5 cc.) 


Dosage: 1 mg. the first day, gradually 
increased, according to response, to 6 mg. 
to 10 mg. daily. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


“Reg. U. S. Pat. Off. 
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“The best protection 


against the development 


of significant 
undesirable effects...’ 
in the treatment 


of rheumatic diseases 
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The authors of the Eleventh Rheuma- 
tism Review,'* in describing the ad- 
vances made in the treatment of 
rheumatism and arthritis, devote 
equal attention to the serious side 
effects of corticosteroid therapy. 

They state: ““The best protection 
against the development of signifi- 
cant undesirable effects continued 
to lie in the use of the smallest 
effective daily and total dose (Tenth 
Rheumatism Review), and careful 
and frequent supervision of the 
patient.””! 

Many investigators agree that 
the potent steroids should be used 
only during the acute period of the 
first two or three days, and then the 
patient should be tapered-off and 
maintained on balanced steroid- 
salicylate therapy. 

One study concludes: ‘Salicylate 
potentiates the greatly reduced 
amount of cortisone present so that 
its full effect is brought out without 
evoking undesirable side reactions.”’ 


for prudent antiarthritic therapy 


Indications: 


¢ Rheumatoid arthritis 


¢ Rheumatoid spondylitis 


« Rheumatic fever 


« Neuromuscular affections 


Average dose: Maintenance dosage may 
require from 6 to 8 tablets to as little as 
3 or 4 tablets daily, depending on severity 
of symptoms. Acute stages may require a 
high dosage of 4 tablets four times daily 
for two or three days, or till the acute 
episode subsides. 


§®> 

Each Salcort tablet contains: 
Cortisone acetate .... .. 2.5 mg. 
Sodium Salicylate .... . / 0.3 Gm. 
Aluminum hydroxide gel, 

dried {eae 0.12 Gm. 
Calcium ascorbate > «oo =e Raa 

(equivalent to 50 mg. ascorbic acid) 

Calcium carbonate sae a oe EBS 


1,2. Robinson, W.D., et al.: Rheumatism and 
Arthritis (Eleventh Rheumatism Review), An- 
nals Int. Med. 45:831 and 45:1059 (Nov. and 
Dec. 1956). 

3. Busse, E.A.: Treatment of Rheumatoid 
Arthritis by a Combination of Cortisone and 
Salicylates, Clinical Med. 11:1105 (Nov. 1955). 


*U.S. Pat. 2691662 


The S. E. MASSENGILL Company, Bristol, . Tennessee 
NEW YORK ~+ KANSAS CITY + SAN FRANCISCO 
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Where LECITHIN 


is indicated — 


GRANULESTIN 


in 








HYPERCHOLESTEROLEMIA 
because GRANULESTIN is 


rich in unsaturated 
fatty acids 





i 
il The Sedgwick Seated! wate 
= those who cannot or should not 
i climb stairs. You ride safely, ef- 
: fortlessly up or down, simply by 
the push of a button. Time-tested, 
———-——. easily instalied, recommended by 


- Doctors. Nation-wide service. 








rich in organically 
combined choline 
* inositol * colamine 
* phosphorus 


7 — 


Established 1893 
269 West 14th Street, New York 11 
OTHER SEDGWICK PRODUCTS 
RESIDENCE ELEVATORS 


ASSOCIATED CONCENTRATES SL oe 


a FREIGHT WAITERS 
57-01 32nd Avenue, Woodside 77, L.I., N.Y. DUMB WAITERS 


= Write for free illustrated booklet. 


edgavick MACHINE WORKS 



















in cardiovascular disease... 





protects the perilous zones 


protects 


« against excessive capillary fragility with Quercetin 
* against cardiac insufficiency with Aminophylline 

* against emotional stress with calmative Reserpine 
* against tissue d ge with Ascorbic Acid 





Each tablet contains: Aminophylline ..... 100 mg. 
GOIN oo cess . 15mg. 
Ascorbic acid ..... 25 mg. 


Suggested dosage: One tablet q.i.d. 
Supplied: Bottles of 100 and 1,000. 





is OF SCHENLEY LABORATORIES, INC., 
FOR ITS BRAND OF A CARDIOVASCULAR ADJUVANT. 40656 






SCHENLEY LABORATORIES, INC « NEW YORK 1, N.Y. 
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EVERYDAY... 

















MORE AND MORE PHYSICIANS FIND ADDED 


CERTAINTY WITH NEW, HIGHLY EFFECTIVE, 


CLINICALLY 
PROVED... 


ig 
multi-spectrum synergistically strength- 
ened SIGMAMYCIN — for the widest variety 
of infections seen regularly by the prac- 


ticing physician ... the greatest potential 
value with the least probable risk 


Sigmamycin provides the unsurpassed anti- 
microbial spectrum of tetracycline extended 
and potentiated with oleandomycin to in- 
clude even resistant strains of certain 
pathogens — particularly resistant staphy- 
lococci— and to delay or prevent the emer- 
gence of new antibiotic-resistant strains, 
thereby providing: 


(1) a new maximum in therapeutic effec- 
tiveness; (2) anew maximum in protection 


OLEANDOMYCIN TETRACYCLINE 


mamycin 


against microbial resistance; (3) anew 
maximum in safety and toleration. 


SIGMAMYCIN CAPSULES: 250 mg. (oleando- 
mycin 83 mg., tetracycline 167 mg.) , bottles 
of 16 and 100; 100 mg. (oleandomycin 33 
mg., tetracycline 67 mg.), bottles of 25 and 
100. 


SIGMAMYCIN FOR ORAL SUSPENSION: 1.5 
Gm., 125 mg. per 5 cc. teaspoonful (oleando- 
mycin 42 mg., tetracycline 83 mg.), mint 
flavored, bottles of 2 oz. *rAADEMARK 
PFIZER LABORATORIES, Brooklyn 6, N. Y. Pfizer 
Division, Chas. Pfizer & Co., Inc. . 


World leader in antibiotic development and production 
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MISS PHOEBE NO. 12 IN A SERIES 














“The next time you see E & J 
on a wheel chair — stop!” i i) 













| 
Patients soon show confidence in their hay Ay 
E & J chairs. Here is more than ‘a 
outside beauty.. Underneath that 
triple-chrome finish is performance 
that cannot be imitated — construction 
that simply refuses to wear out. 
You can have confidence, too, when 
recommending an E & J chair. 








There’s a heipful E & J Dealer near you 


Detachable-desk-arm modei 
sentra). EVEREST & JENNINGS, INC 
normal access to desk and table a e@ LOS ANGELES 25 

















IN SENILE ANXIETY... 
PRONOUNCED 
IMPROVEMENT IN 51 OF 54 


NOW IN 
CORDIAL-LIKE 
FORM 


CLINICAL REPORT. New ATARAX calms tense 
patients without impairing mental alertness. 
Shalowitz tested ATARAX in 54 patients with 
senile anxiety. “Good to excellent improve- 
ment was shown in 51 of the 54 patients 
treated. No untoward effects on liver, blood 
or nervous system were observed. All pa- 
tients treated, except those who responded 
poorly, (were) not as fidgety after therapy, 
and were able to sleep better.”" 


ADMINISTRATION. Although Shalowitz found 
the optimal dose was 10 mg. tablets three 
or four times a day, some patients may re- 
spond better on the 25 mg. tablets, b.i.d. or 
t.i.d. Now also available in syrup form, con- 
taining 10 mg. ATARAX per tsp. In tiny 10 mg. 
(orange) and 25 mg. (green) tablets, bottles 
of 100. ATARAX Syrup in pint bottles. 


1. Shalowitz, M.: Hydroxyzine: a new therapeutic 
agent for senile anxiety states. Geriatrics 11:312 
(July) 1956. 


@ Chicago 11, Illinois 


PEACE oF MIND ATARAX SYRUP 
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RELIEVES DISCOMFORT 
AND DISABILITY 


Each Multiple Compressed Tablet of MEPRoLonE 
provides the inseparable antiarthritic, antirheumatic 
benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 
process. 

2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 


is little likelihood of sodium retention, potassium. 


depletion or gastric distress with buffered predniso- 
Jone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEPROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures, 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: a) inflammation 4) muscle 
spasm ¢) anxiety and tension d@) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 








RELIEVES 


JOINT INFLAMMATION 
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Therapeutic benefits of MEPROLONE compared with traditional antiarthritics 


— 


suppresses Imparts 
relieves | inflam- | relaxes | eases | sensedt 
pain mation muscle | anxiety | well-being 
Salicylates Jf J/ 
Muscle relaxants Jt 
Tranquillzers J: i 
Sterolds J J J 


eivig@#issl¢s 


1. Meprobamate is the only tranquilizer with 
muscle-relaxant action. 


arthritis, bursitis, synovitis, tenosynovitis, myositis, fibro- 
sitis, fibromyositis, neuritis, acute and chronic low back 
pain, acute and chronic primary and secondary fibrositis 
and torticollis, intractable asthma, respiratory allergies, 
allergic and inflammatory eye and skin disorders (as main- 
tenance therapy in disseminated lupus erythematosus, 
periarteritis nodosa, dermatomyositis and scleroderma). 


SUPPLIED: Multiple Compressed Tablets in bottles of 
100 in two formulas as follows: Meprotone-1—1.0 mg. 
of prednisolone, 200 mg. of meprobamate and 200 mg. 0! 
dried aluminum hydroxide gel. MEPRoLone-2— provides 
2,0 mg. of prednisolone in the same formula. 













NO OTHER 


ANTIRHEUMATIC 





PRODUCT 
PROVIDES AS MANY 


BENEFITS AS 






MEPRO | BAMATE 
PREDNISO|\_ONE, buffered 


THE ONLY 
ANTIRHEUMATIC, 
ANTIARTHRITIC 


THAT SIMULTANEOUSLY 





poy Ey ag Se 


antiarthit #.MUSCLE SPASM 
—_ 
well-being 2.JOINT INFLAMMATION 


3.ANXIETY AND TENSION 


4.DISCOMFORT 
f AND DISABILITY 


ser with _ 
action. S 
tis, fibro- 


low back 
frosts MERCK SHARP & DOHME 


allergies, 
(as main- 
matosus, 
oderma). 


DIVISION OF MERCK & CO., INC. PHILADELPHIA 1, PA, 


vottles of 
—1.0 mg. 


)0 mg. of MEPROLONE is the trade-mark of Merck & Ca, Inc, 


provides 














‘Roche’ announces... 


Gantri 


GANTRISIN PLUS OLEANDOMYCIN 


Here is antibacterial cross fire to check many 





systemic and local infections. Gantrimycin com- 
bines the modern, broad-spectrum sulfonamide, 
Gantrisin, with the new and dramatic antibiotic, 
oleandomycin. 


Gantrimycin is effective against both gram-posi- 
tive and gram-negative organisms. Of special 
significance . . . its antibacterial spectrum in- 
cludes staphylococci which display increasing 
resistance to penicillin and most other antibiotics 

. a timely and well calculated approach to the 
mounting problem of drug resistant pathogens. 
Gantrimycin is well tolerated with little evidence 
of cross resistance with most other antibiotics. 


Each Gantrimycin tablet contains 333 mg Gantrisin 
and 75 mg oleandomycin (in the form of the phosphate 
salt): supplied in bottles of 50. 


HOFFMANN - LA ROCHE INC « NUTLEY « N.J 


Gantrisin® —brand of sulfisoxazole GantrimycinT-™. 





control anxiety 


in Arthritis, Asthma, Allergic Dermatoses 





Ataraxoid 5.7 
- Ataraxoid 25 











Hypertensive Objective: 
ACTIVE LIVING 


... from incapacitating hypertension to a life of usefulness. 


Case History:! A.B., 42-year-old hospitalized patient with severe 
hypertension and early heart failure. Blood pressure prior to 
treatment was 240/160 mm. Hg. ANSOLYSEN was administered 
orally t.i.d. The dose was adjusted to the patient’s requirements. 
Blood pressure was reduced to, and stabilized at, an average level 
of 150/105 mm. Hg. There was marked symptomatic improve- 
ment, and the patient was able to return to work. 

1. Case history on file in Medical Department of Wyeth Laboratories. 


ANSOLYSEN 


TARTRATE Pentolinium Tartrate 


Lowers Blood Pressure 





® 


Philadelphia 1, Pa. 
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New Zylax 
Tablets for Fast but 
Gentle Laxation 


@ RESULTS OVERNIGHT 

@ NO GRIPING OR CRAMPING 
© NO SIDE EFFECTS 

SUGAR FREE 


© CONVENIENT FOR ADULTS AND 
CHILDREN 


| Ingredients per tablet: 
Active ingredient— 
Isatin (for the laxative 


“effect of prunes) 5 mg. 
Debittered brewer's 

dried yeast 160 mg. 
Sodium carboxy- 

methylcellulose 300 mg. 


Please write for Zylax samples. 
Literature available on other 
products: 

Zymenol, a laxative emul- 
sion containing healthful 
brewer’s yeast 

Zymelose Tablets with brew- 
er’s dried yeast and bulk- 
forming SCMC 

BSP Liquid, the new prod- 
uct that helps prevent or 
heal bedsores 


Otis E. Glidden & Co., Inc. 
Waukesha 23, Wis. 






























1 tablet 
all day 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials} METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


1 tablet q. 12 h. to prevent angina pectoris 






1 tablet 
all night 






Simplified dosage—just 1 tablet on 
arising, and | before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (4 gr.), 
bottles of 50 tablets. 


'Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


1 tablet 
all night 





Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Shes, Leeming G Go Sac. 155 E. 44th St., New York 17, N.Y. 
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. decrease the patient’s burden...” 


and 


EDEMA 


Whether apparent on physical examination or 
manifested solely by weight gain, distressing edema 
can be readily controlled by Salyrgan-Theophylline 
administered parenterally and orally. 





“Diuresis occurs mainly during the twelve hours following injection 
and often 100 oz. of urine or more may be passed in this period.’’2 


“Salyrgan-Theophylline Oral can successfully decrease the patient’s 
burden... either by decreasing the need for frequent mercurial 


injections or by actually replacing the injections entirely.’ 


In Cardiovascular Edema 


Potent Mercurial Diuretic Ampuls (1cc. and 2c.) 
TIME TESTED + DEPENDABLE * WELL TOLERATED Tablets 
Useful Adjunct — The Ideal 
NEOCURTASAL Salt 
Replacement 


for Salt-Free (Low Sodium) Diets 


Assures Patient Cooperation 2 oz. shakers 
8 oz. bottles 
Sold Only Through Drugstores Contains potassium chloride, potas- 


sium glutamate, glutamic acid, calci- 
1. Abramson, Julius; Bresniek, itt; and Sapiense, P.L.: um silicate, potassium iodide (0.01%). 
New England Jour. Med., 243:44, July 13, 1950. 
2. Conybeare, John, and nade W.N.: Textbook of Medicine. 
Edinburgh, E. &s. Livingstone Ltd., 10th ed., 1952, p. 443. 


Salyrgan (brand of mersalyl) and Neocurtasal, 
trademarks reg. U.S. Pat. Off. 





Local Estrogen Application 
Greatly Simplifies Treatment 
of Senile Vaginitis. 


This method provides an “‘almost immediate healing and soothing effect” | 
Doyle reports,’ and “is a valuable therapeutic constituent in the man- 
agement of vaginitis and vaginal infections, regardless of etiology.” 
This worker employed “Premarin” Vaginal Cream applied locally and 
found it “superior” to the use of suppositories. In addition, there was 
none of the “‘side-effects frequently noted with synthetic products...” 


Favors Rapid Healing in Vaginal Surgery 


In plastic vaginal surgery in the postmenopausal patient, local estrogen 
application prior to and after intervention will restore the atrophic and 
friable mucosa to a more youthful state by promoting proliferation and 
vascularity of the epithelium. This will facilitate the surgical procedure 


as well as favor more rapid healing.”* 


“PREMARIN®”’ VAGINAL CREAM in a nonliquefying base, is standardized in 
terms of the weight of active, water-soluble estrogen content expressed as sodium 
estrone sulfate (0.625 mg. per gram). Presented in a combination package No. 874 
— 114 oz. tube with specially designed calibrated applicator; also refill available. 
Complete information may be obtained by writing to Ayerst Laboratories, 22 East 
40th Street, New York 16, N. Y. 


1. Doyle, J. C.: California Med. 71:15 (July) 1949. ¢ 2. Doyle, J. C.: Urol. & Cutan. Rev. 55:618 (Oct.) 
1951. « 3. Hamblen, E. C., in Stieglitz, E. J.: Geriatric Medicine, ed. 2, Philadelphia, W. B. Saunders Com- 
pany, 1949, p. 657. 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada @ 








